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Presidential Address 


G. HARVEY AGNEW, M.D., F.A.C.H.A. 


T IS a distinct pleasure and privilege to wel- 
come you to this, the forty-first convention of 

the American Hospital Association. Your offi- 
cers and committee members, although working 
under severe difficulties, have striven conscien- 
tiously to provide for your edification and enjoy- 
ment a program that will be in keeping with the 
high standards set in previous years. We sin- 
cerely hope that your confidence in us will not 
be misplaced. 


We welcome also the American Protestant Hos- 
pital Association, the American College of Hospi- 
tal Administrators, the Canadian Hospital Coun- 
cil, the American and Canadian Occupational 
Therapy Associations, the National Association of 
Nurse Anesthetists and the Women’s Aids Asso- 
ciation of Ontario. It is to the mutual advantage 
of all of us that we should meet together, thus 
increasing our knowledge, gaining added inspira- 
tion and broadening the horizon of our viewpoint. 


The International Congress 


We do regret, however, that it was found nec- 
essary to cancel the International Hospital Con- 
gress, arranged to take place immediately prior 
to this meeting. In an age when narrow national- 
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ism and chauvinism have run rampant in the 
minds of men and when whole generations are 
poisoned with the virus of racial intolerance, bru- 
tality and selfish greed, it is just such organiza- 
tions as this International Hospital Association 
which are the bulwarks of international good will 
and of civilization itself. 


Never before was an international hospital 
gathering organized in such perfect detail. The 
committee did magnificent work; forty-one study 
committee reports were prepared, translated into 
five languages and are now all printed and ready. 
All papers were fully translated in advance. A 
striking pageant was written and rehearsed. The 
publicity barrage had never been equalled. Many 
thousands of dollars were spent by the Toronto 
Committee to make this International the best 
yet. 

Particularly do we feel sympathy for the presi- 
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dent, Dr. Malcolm T. MacEachern. He personally 
directed the planning of the entire program and 
many of the details of arrangement; moreover, 
he maintained for nearly two years, at his own 
personal expense, a secretarial staff to carry on 
his extensive world-wide correspondence. None 
but a self-sacrificing idealist such as Dr. Mac- 
Eachern could concentrate such enthusiastic and 
prodigious effort into the planning of such a diffi- 
cult meeting. 


United States-Canada Relationships 


We who live north of a boundary line which is 
yearly becoming of lessened significance appreci- 
ate more than we can express the opportunity to 
entertain the great American Hospital Associa- 
tion in Canada. On a previous occasion, when 
Toronto was known as York—“Muddy York’’—we 
were visited by a large delegation from the United 
States. As a reminder of that visit, they de- 
stroyed the town by fire! But that was a century 
and a quarter ago and, of course, was the reason 
for the subsequent burning of Washington. This 
time the visit will be marked only by the fire of 
your eloquence and, I may add, by the warmth of 
our welcome! 


It is difficult for us to appreciate how fortunate 
we are in these two countries. Our 4,000-mile 
border is armed with nothing more formidable 
than cracked museum specimens of obsolete artil- 
lery. To smaller nations elsewhere, who live in 
constant fear of ruthless neighbors, this must 
indeed seem like the Eighth Wonder of the World! 
We are deeply inspired by the Halifax message 
of His Majesty King George VI: 


“From the Atlantic to the Pacific and from 
the tropics to the Arctic, lies a large part of 
the earth where there is no possibility of war 
between neighbors, whose peoples are wholly 
dedicated to the pursuits of peace, a pattern 
to all men of how civilized nations should live 
together.” 


And by his utterance at Victoria: 


“Some day the peoples of the world will 
come to realize that prosperity lies in coop- 
eration and not in conflict.” 


The attendance of our Canadian members has 
been reduced because Canada is now at war. She 
has entered this war with reluctance but entirely 
of her own volition, for she realizes that the is- 
sues at stake are our priceless and dearly-bought 
heritage of justice and peace and the liberty and 
freedom of democracy. Our hospitals, our doc- 
tors, and our nurses are going to be seriously af- 
fected by this catastrophe, just as they were in 
1914, but they will see this through to the finish. 
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A Personal Note 


My past year with this Association has been a 
most memorable one. It has given me a rare op- 
portunity to see at first hand the marvelous work 
being done all across this continent on behalf of 
suffering humanity. We can be intensely proud 
of what the 750,000 members of our hospital fam- 
ily are doing for their communities, so frequently 
under the most difficult and impossible conditions. 


This past year has meant a good deal of addi- 
tional work, of course. In addition to a greatly 
augmented daily correspondence, it has been nec- 
essary to be “on the road” 123 days, covering 
33,000 miles of travel or almost twice around the 
world at this latitude. However, I have particu- 
larly appreciated the opportunity to meet so many 
wonderful men and women. The literally hun- 
dreds of kindnesses and courtesies which were 
showered on Mrs. Agnew and myself on every 
possible occasion during our visits to the differ- 
ent states will always live in our memory. Such 
evidences of sincere friendship on the part of so 
many members of this Association, including so 
many of you who are here tonight, become the 
most treasured possessions of one’s soul. 


The Activities of the American Hospital 
Association 


Tonight I do not propose to make more than 
passing reference to the tremendous amount of 
work which has been done by this Association 
during the past year, for I desire to comment upon 
some of the issues facing us today. Many, though 
far from all, of the activities of our committees 
will be reviewed during the week or will appear 
in printed form. The great work of our seven 
councils has been of inestimable value to the hos- 
pital field, more than can ever be realized. Our 
Journal has already exceeded our fondest expec- 
tations. Our new House of Delegates had two 
memorable sessions today. 


However, in this organization, as I presume in 
many others, there are so many individuals whose 
contributions, often of the greatest importance, 
seldom receive wide recognition. We have many 
subcommittees, many special committees, many 
people bearing varied relationships to the hospi- 
tal field whose work has been of the utmost im- 
portance and who have been unstinting in their 
generosity in donating time and thought. It is 
such individuals, such unsung heroes, who have 
really made this great Association, and it is to 
them—to you—that I wish to tender signal honor. 


Leonard Shaw—Arnold Emch 


This has been a year of strain in the Associa- 
tion, particularly for our hard-working executive 
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secretary, Dr. Bert W. Caldwell. Following 
closely upon the death of our efficient office man- 
ager, Anna T. McCann, we had the misfortune to 
lose by death our brilliant young assistant secre- 
tary, Leonard Shaw, formerly of Saskatoon. In 
his short time with the Association, Mr. Shaw had 
amply proved his worth and had made many 
friends. We are fortunate, however, in obtaining 
as Mr. Shaw’s successor, Arnold Emch, Ph.D. In 
his few short months with us Dr. Emch has re- 
vealed himself as an indefatigable and very effi- 
cient executive worker. 


It has also been a year of exceptional activity. 
With the reorganization of the Association, bring- 
ing it into closer relationship with the state and 
provincial units, and with the formation of the 
seven different councils, many new activities have 
been undertaken, or others amplified. 


The Association, too, has been actively engaged 
in coordinated effort with other associations. A 
number of the reports recently completed, or in 
preparation, have been joint efforts with other 
bodies. A distinctly forward step was taken this 
year when, for the first time, the trustees of the 
American Medical Association and the trustees 
of the American Hospital Association spent a full 
day together in joint discussion. 


Social Legislation 


Of particular concern has been the social pro- 
gram under advisement at Washington. First the 
proposed National Health Program and more re- 
cently the so-called “Wagner Bill” have been 
given serious thought and consideration by this 
Association. Many conferences have been held in 
Washington and elsewhere. On several occasions 
during this week, various aspects of these move- 
ments in social legislation will be under discus- 
sion by highly qualified speakers. 


It is indeed fitting that this and other hospital 
and allied associations should take close cogni- 
zance of this trend, this evolution, in our social 
structure. The world is changing faster today 
than perhaps ever before in the knowledge of 
man. Kipling has said “We are bound on the 
wheel of things.” Structures of government in 
other countries are changing, or, more accurately, 
are being changed, almost overnight. The prin- 
ciple of democracy is not only being challenged, 
but its very existence is being threatened more 
seriously today than ever before in its history. 


We must be prepared for certain changes in 
our social fabric. To preserve itself, to vindicate 
the faith of its supporters in its essentially sound 
basic conception, it is necessary that democracy 
evolve to meet changing conditions and to better 
serve the needs of the people. Moreover, it must 
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rid itself of undesirable barnacles. If democracy 
is to withstand the attacks of dictatorships, and 
is to prove that justice and liberty are superior 
to tyranny and brutality, it must rid itself of 
selfishness, of class conflict and of petty politics ; 
it must forget trivialities and personal interest 
and stand united for those social and economic 
principles which are for the good of the race as 
a whole. 


That many of the social changes which have 
been evolved in older countries should find sup- 
port on this continent can but be expected. That 
our hospitals would be vitally concerned with 
some of these proposals must be recognized as a 
basic truism. 


Our task is to so evaluate these proposals that 
we may judge with wisdom the course that is in 
the best interests of the patients whom we serve. 
Our viewpoint must be a broad one. Many of us 
are interested primarily in one hospital, or in one 
type of hospital. If we are to give the best pos- 
sible service to the sick, we must endeavor to see 
in proper perspective not only our especial inter- 
est but the whole field. The weakness of too much 
individualism is frustration of united effort. The 
inevitable result of disintegration of purpose and 
objective is the rise of outside control. Ultimately 
that may mean fascism—and such spells complete 
loss of individualism. 


The Future of the Voluntary Hospital 


Intimately involved in these social changes is 
the voluntary hospital—and its future. In Ger- 
many the voluntary hospitals have been almost 
entirely replaced by state institutions; in Russia 
they have been completely eliminated. In France 
practically all of the new construction has been in 
governmental hospitals, as also in other parts 
of Europe, in South America, Central America, 
and elsewhere. In Great Britain the voluntary 
hospitals are making a strong bid to retain their 
preeminent position, but the rapid increase in 
number and in efficiency of the County Council 
hospitals since their change of status a decade 
ago has made many thoughtful British leaders 
doubt the ultimate survival on a large scale of 
the voluntary hospital. 


What will happen here? What is happening 
here? For we must realize that social changes 
are gradual and already our hospitals see many 
evidences of the constantly changing picture. 


Already the payment for hospital care for large 
groups of patients no longer comes from the in- 
dividual concerned. We see this in compensation 
work, in industry, in the care of veterans, mari- 
ners and other groups. We see this principle 
extending to another large group through our 
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hospital service plans. We see it in the hospi- 
talization of mental patients, many tuberculosis 
patients, reliefees and the indigent. Gradually, 
year by year, more and more of our patients are 
slipping into the group who pay only indirectly 
or through the state. 


Voluntary hospitals now treat over two-thirds 
of all of our hospital patients. Will these hos- 
pitals gradually be replaced? I say gradually for 
it is inconceivable that any sudden change would 
take place. Will the voluntary system, upon 
which our whole conception of charity is based, 
and which has meant so much in the history of 
our hospitals, be replaced by a state-controlled 
system of hospital care? 


Undoubtedly the answer will lie in the service 
given to the public. If the voluntary hospital 
system can give conclusive proof that such a sys- 
tem is more efficient, more economical and con- 
tains more of the milk of human kindness, the 
public will insist upon its retention and give it 
adequate support. But it cannot expect to sur- 
vive if it proves inefficient, if its interests are 
individual rather than communal, if there is du- 
plication and waste of effort and if it does not 
fully meet community needs. 


The disintegration of our voluntary system 
would be a tremendous loss, a loss the repercus- 
sions of which would extend far beyond the hos- 
pital field. It has become a symbol of our civili- 
zation. It epitomizes the humanitarian instincts 
of our people. It is the very essence of the Chris- 
tian spirit. Actually it means an investment of 
one and one-half billions of dollars in these two 
countries and an annual maintenance bill of 
$380,000,000! Our voluntary hospitals annually 
care for six and one-half million public ward pa- 
tients and over two hundred million out-patients! 
Nearly 600,000 babies are born there each year. 
Truly, a remarkable record. 


Recognition of Governmental Hospitals 


In all fairness, however, we must not make the 
mistake of Hollywood and put all virtue in one 
character and all evil in another. We must not 
forget that some of the finest administrators and 
most conscientious trustees are in government 
hospitals. Many of these hospitals are very effi- 
cient and are entirely free of political interference. 


Increasing Difficulties for Voluntary Hospitals 


The problem facing the voluntary hospital 
today is that of continuing to meet the commu- 
nity needs with the resources available. Yearly 
the task becomes more difficult. Costs are stead- 
ily rising despite an efficiency in administration 
and in purchasing far above that of a generation 
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ago. Costs will continue to rise as both diagnosis 
and treatment become more complex and require 
more costly equipment, and as wages rise and 
hours are reduced. It would seem that.a steadily 
larger percentage of our people have nothing in 
reserve for illness and become a charge upon the 
hospital and the community. Capital expenditure 
is becoming more a problem, partly because of 
increased costs and higher standards of equip- 
ment and partly because of the difficulty of ob- 
taining adequate contributions. With the out- 
break of war many of these factors have been 
gravely augmented. 


Obviously the load, which for generations—for 
centuries—has been borne in major part, if not 
almost entirely, by voluntary effort, has reached 
the point where it is really too much for the vol- 
untary hospitals. Probably the basic reason for 
the so-called “inroads of the state” into several 
fields long the prerogative of private philanthropy 
has been the inability of charity to properly 
handle these increasing social responsibilities, 
such as relief and the care of the aged, or to 
properly coordinate their individual efforts. 


Adjustments Inevitable 


If our voluntary hospitals are to continue their 
time-honored task, certain adjustments seem in- 
evitable. There are two possible alternatives be- 
fore us. 


We could reduce our standards. And I say 
that seriously, though with reluctance. We 
now give a standard of service far beyond that 
prevailing in most countries, or that maintained 
by the vast majority of patients in their own 
homes. A few years ago we were quite content 
with a thyroidectomy mortality of ten or fifteen 
per cent. Now we hold investigations if it rises 
over two or three per cent. We do not want to 
reduce standards, but can our economic situation 
maintain the proud tradition that “the best is 
none too good”? 


State Cooperation 


The other alternative is more to the point. Ob- 
viously some supplementary support is needed 
and it is increasingly apparent that society as a 
whole should provide the necessary subsidy. It 
is utterly ridiculous to go on this way. Our trus- 
tees and administrators should be getting on with 
their jobs of running hospitals rather than scurry 
all over trying to pry shekels out of prospective 
donors. Cities and counties frequently squabble 
over hospital contributions as though the trustees 
were getting more than a headache in looking 
after the poor. 


We have varying degrees of state assistance 
now in different regions, but the general adop- 
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tion of a carefully planned basis of cooperation 
would enable our hospitals on this continent to 
serve the poor more adequately, would provide 
out-patient and special services, cover expansion 
in neglected areas, provide a more complete serv- 
ice for all the sick and more fully participate in 
preventive and other public health activities. 
State assistance is preferable to state control or 
state competition. 


There are those who are opposed to all state 
participation, in theory at least; there are others 
who would put all responsibility in the lap of the 
state. One policy means inadequate service—the 
other, the loss of one of our greatest social at- 
tributes. Let us be sensible and work together 
on this great problem. 


It would be essential, however, that the volun- 
tary hospitals retain their autonomy. Many hos- 
pitals fear this loss and with reason, for they 
have no desire to experience political control, to 
fall prey to the fellow who is “a pillar of brass 
by day and a column of gas by night.” Never- 
theless, political interference can be eliminated if 
we say so. The answer is in our own hands; the 
trouble is that all too often we take a defeatist 
attitude and do nothing about it. 


At the same time some oversight of the ex- 
penditure of public funds by hospitals is needed. 
Proof of economical and necessary operation 
should be given. Reasonable oversight would do 
much to eliminate such weaknesses in the volun- 
tary system as: 

a Improper organization 

b Inadequate professional control 

c Unnecessary and wasteful duplication 

d Poor records 

e Lack of provision for isolation, incurable or 
indigent cases, or for other community 
needs - 

Hospital Care Plans 


Another hope for the future is that of the 








hospital care plans, described by Haven Emerson 
as the “facilitation of collective thrift.” These 
plans have already proved their value to all par- 
ties concerned and sufficient experience has now 
been accumulated to reveal potential weaknesses. 
Thanks to wise leadership in this field and our 
basis of approval, sound principles of organiza- 
tion are being generally adopted. 


Undoubtedly further evolution will take place. 
The foundations for the inclusion of medical care 
were laid a year ago. Valuable pioneer work along 
that line is being done in this province right now. 
Extensive mergers, state-wide and ultimately con- 
tinent-wide, may be anticipated, as in the case of 
railways and bus lines. Special lower rate plans 
will be necessary to meet the needs of those whose 
income is very limited. Here state assistance will 
be necessary. Otherwise plans could not operate 
below cost. If, ultimately, these plans could be 
linked with a sound system of hospital and med- 
ical provision for the indigent, we should be able 
to meet our health needs without recourse to 
more radical and less desirable social experiments. 


In conclusion, one could review at considerable 
length, were there time, many of the vital prob- 
lems confronting our hospitals today, problems 
that will be aggravated in both countries by the 
state of war now existing. Serious though these 
are, however, none is so fundamental in its effect 
upon our future as this conflict, part real and 
part hypothetical, between state and private con- 
trol. The policies adopted now will determine our 
future development. Truly and well has it been 
written, “Where there is no vision the people 
perish.” (Proverbs.) 


Fortunately the American Hospital Association 
and the allied organizations are thoroughly cogni- 
zant of this situation. Our leaders are men and 
women of judgment and vision, who appreciate 
their responsibility and are endeavoring to give 
the hospital field the sane leadership which the 
present situation demands. 
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Administration of Naval Hospitals 


LUCIUS W. JOHNSON, D.D.S., M.D., F.A.C.S. 


beds in the United States are in govern- 

ment hospitals, and this number is not 
likely to be reduced. Political straws indicate a 
growing interest on the part of governments in 
public health welfare, and hospitals. Some day, 
perhaps, hospitalization will be regarded as an 
obligation of the government, as public school 
education now is. Since a number of factors are 
working to bring about this condition, it would 
appear that a close scrutiny of government hos- 
pitals and their methods is indicated, so that their 
good points and their weaknesses may be ob- 
served. 


M vx than seventy per cent of all hospital 


The Army, the Navy, the Veterans Administra- 
tion, the Public Health Service, Department of 
the Interior and perhaps other Federal Govern- 
ment activities each has its own hospitals and 
its own methods of administration. In many 
details these services differ as though they had 
been developed by different races. But there is 
a movement, now feeble and uncertain, though 
gathering momentum, to standardize the admin- 
istrative methods of all hospitals belonging to the 
Federal Government. The object is to take the 
best features of each service and develop a uni- 
form procedure. Should this movement gain suf- 
ficient endorsement and accomplish its aims, it is 
not likely that its supporters will be content to 
stop with this group. More probably, pressure 
will be exerted to standardize the administration 
of all hospitals which are owned by state, county, 
and city, and finally, all other hospitals. A pow- 
erful lever, useful for inducing hospitals to adopt 
the uniform system may be the Federal subsidy 
of hospitals which, in one form or another, is fre- 
quently being mentioned. It is a lusty infant 
which will bear watching. These ideas of what 
the future may bring are my own personal opin- 
ions, and have no official backing but they appear 
to justify an examination of government hos- 
pitals and their methods. 


Early Development of Naval Hospitals 


Naval hospitals had their beginning in the high 
and far-off times, so mercifully beclouded by ro- 
mance. Then the rotted hulks of old ships were 
anchored in some quiet backwater to serve as 
havens for sick, injured, and impoverished sea- 
men. The scanty equipment and meager service, 
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combined with pests bred in the filth and bilge 
water, produced such a high death rate that even 
the seamen looked on them with dread. 


Some time late in the seventeenth century, 
with the renascence of the French Navy, a hos- 
pital was established for their seamen in Saint- 
Eloy. A few years later, about 1695, England 
provided a home for aged and wounded seamen 
at Greenwich. In the United States, it was not 
until February 26, 1811, that Congress estab- 
lished naval hospitals, and placed them under a 
board of commissioners. In 1813, a contemporary 
writer stated that the hospital at the Philadel- 
phia Navy Yard was a miserable hovel, designed 
to accommodate eight patients, but actually har- 
boring twenty-four, whose sole aim it was to gain 
enough strength to run away. That was a shaky 
foundation for an administrative system, but 
about 1830 the construction and organization of 
naval hospitals was seriously begun. Continuous 
development has followed, and today navy stand- 
ards of construction, equipment and personnel are 
in keeping with those of the best institutions in 
the country. 


In the old days life was cheap. If a man-of- 
war returned from a cruise with half her men 
dead of scurvy or yellow fever, it was only neces- 
sary to send the press gang to make the rounds 
of the public houses and brothels, and gather in 
enough miserable unfortunates to fill the vacant 
billet numbers. The navy man of today is a prod- 
uct of a long and costly process of selection and 
training. This makes him an exceedingly valu- 
able asset, and one not easily replaced. So your 
Uncle Samuel finds it good economy to provide 
the best of facilities to maintain and to restore 
the health of the men of the Navy. 


Uniform Type of Administration 


To serve this need there are at present eighteen 
naval hospitals along our coasts and in our island 
possessions, with approximately 5,300 beds; a 
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hospital ship with about 500 beds to serve the 
fleet; and numerous smaller units called dispen- 
saries. Just now the Navy is undergoing rapid 
expansion, with extension of its activities into 
new areas. This requires a great deal of addi- 
tional hospital construction, in the islands of the 
Pacific, in Alaska, in the Caribbean Islands, and in 
continental United States. A huge building pro- 
gram is now getting under way. Wherever these 
hospitals may be, whatever their size, or the spe- 
cial kind of work they do, they are administered 
according to a uniform system. 


Navy methods of hospital administration are 
the result of somewhat more than a century of 
gradual development, closely following the gen- 
eral course of medical and surgical progress, but 
deeply influenced by navy traditions and regula- 
tions. The idea of the omnipotent “skipper” on 
board ship is reproduced in modified form in the 
commanding officer of the naval hospital. The 
executive officer, the first lieutenant, and the of- 
ficer-of-the-day, are found in our naval hospitals 
with duties comparable to those in effect on board 
ship. There is a constant flow of personnel in 
the staffs of the hospital, with the individual 
medical officers staying for an average of about 


three years, rotating between sea and shore duty. 
But the details of routine administration are so 
completely standardized that the work goes on 
smoothly, even with the recurring changes of doc- 
tors, dentists, pharmacists, nurses and hospital 
corpsmen. 


The Bureau of Medicine and Surgery, of the 
Navy Department, is charged with responsibility 
for the upkeep and operation of naval hospitals 
and the personnel employed in them. It might 
be compared to the executive board, or board of 
trustees of a civil hospital. The Bureau is very 
well informed about minute details, and about the 
current status of each hospital, no matter how 
far from Washington. The mission of the Med- 
ical Department is, “to keep as many men at as 
many guns as many days as possible.” It strives 
to reduce to a minimum the loss of manpower 
through physical disability. 


The commanding officer of a naval hospital has 
full responsibility for all phases of its adminis- 
tration. Navy regulations require the command- 
ing officer to be a naval medical officer. The or- 
ganization of the hospital aims to separate the 
military, official and business management from 
the direct professional care of the patients. For 


The new U. S. Naval Medical Center, Washington, D. C., which will be ready for occupancy in 1942. This will consist 
of a 500-bed hospital, medical school, and dental school. The schools will be for post-graduate instruction. 
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U. S. Naval Hospital, Philadelphia, Pennsylvania. This hospital was opened in 1935, and has 700 beds. 


this guidance, the commanding officer has a 
number of official publications, somewhat smaller 
in bulk than an unabridged dictionary, which pre- 
scribe nearly every detail of his duties, yet leave 
him enough leeway to put into effect his own 
ideas. Successful doctors are strong individual- 
ists. This is true also in the Navy. Despite reg- 
ulations and standardization, every naval hospital 
strongly reflects the character of the man at its 
head, just as other hospitals do. 


In his daily work, the duties of the command- 
ing officers closely parallel those of the super- 
intendent or director of a civil hospital. He en- 
joys that happy condition, so devoutly wished for 
by many hospital administrators, of having his 
duties and authority minutely defined. Every- 
body in the institution knows exactly what the 
powers of the “skipper” are. It is an extremely 
rare occurrence to have his authority questioned. 
He formulates the policies and establishes the 
standards of the hospital. There is an old navy 
saying that, “a happy ship begins at the top,” 
which means that the character and personality 
of the commanding officer determine the morale 
and efficiency of the entire organization. 


Next we come to the executive officer, who 
might be compared to the assistant superinten- 


22 


dent of a civil hospital, except that the executive 
officer has greater authority and responsibility. 
His duties are detailed in several hundred words 
in the regulations, but they boil down to this: He 
is required to learn the policies of the command- 
ing officer and to have them carried out. What- 
ever the senior wants done, the junior must ar- 
range it. He is the one who listens to all the 
grief, handles all the hot potatoes, and makes all 
the mistakes. If administration be defined as. 
organization in action, then the executive officer 
is the one who builds the fires under the personnel 
and determines the pressure under which the in- 
stitution works. He is the ultimate recipient of 
“the buck,” which is passed from above down, 
and from below up to him. He needs a thick skin, 
a broad back, and an understanding of human 
nature. Old-time mule skinners tell us that, to: 
get work out of a mule, you must know more than 
the mule does. The executive officers needs that: 
same understanding, otherwise his efforts may 
result in the very ultimate of futility. 


Among his specific duties are those of organ-. 
ization, inspection and discipline. He is required’ 
to maintain order, correct abuses, and prevent. 
violations of the regulations. _ In a small hospital. 
he may also have direct charge of patients, but 
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in the larger institutions, his administrative duties 
make him the busiest man of all. 


Officer-of-the-Day 


An assignment without parallel in many civil 
hospitals is that of officer-of-the-day. The junior 
officers take this duty in rotation, for a period 
of twenty-four hours, during which they manage 
the routine affairs of the hospital. 


The medical officer on this duty inspects the 
food before it is served; formally inspects the hos- 
pital several times a day, observing its cleanli- 
ness and good order; sees all new patients on 
admission and assigns them to wards; musters 
men who are to be discharged to duty. During 
the absence of the commanding officer and execu- 
tive officer, he is in full charge and has sufficient 
authority to insure compliance with his orders. 
These myriad duties are in addition to his regular 
ones, and the justly-famous one-armed paper 
hanger leads a life of blissful indolence compared 
to the officer-of-the-day in one of our large hos- 
pitals. 


Clinical care of patients is under direction of 
the chiefs of the various services. In the larger 
hospitals, with 500 or more beds, there may be a 
medical officer known as the professional execu- 
tive, whose duty it is to coordinate the work of 
all the clinical services, laboratories and other 
facilities, to insure a complete study of each pa- 
tient. The chief of a service is responsible not 
only for the quality of the clinical work in his 
department, but also for the cleanliness and good 
order of the wards and other areas in his custody. 
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Each junior in his service is charged with cer- 
tain wards or other spaces. In this manner the 
young medical officer learns the administrative 
routine from his earliest days in the Navy. 


Throughout his career, the naval medical officer 
carries a gradually increasing load of administra- 
tive duties. By the time he is assigned a billet, 
as executive officer in one of the larger hospitais, 
he has usually had fifteen years or more of serv- 
ice, and is thoroughly familiar with most of the 
details of hospital routine. This uniform train- 
ing leads to continuity of procedure in spite of 
the constant changes in personnel. The command- 
ing officer of a large hospital has usually been 
in the service for twenty-five to thirty years, and 
knows all the details from top to bottom. 


Pharmacists Are Valuable Aids 


Some important aids are provided for our hos- 
pital administrators. They are officers called 
pharmacists, though their duties have little to do 
with pharmacy. One is called the first lieuten- 
ant, really a sea-going title, and it is his duty 
to oversee the maintenance of buildings and 
grounds. Another is the accounting officer, who 
keeps cost figures, prepares the budget and checks 
expenditures. 


There is the property officer, who prepares 
requisitions, and has custody of supplies and 
equipment. The commissary officer is responsi- 
ble for procuring, preparing and serving the food, 
also for keeping the books of his department. The 
personnel officer takes charge of the enormous 
amount of clerical work involved in receiving and 





U. S. Naval Hospital, San Diego, California. This is the Navy’s largest hospital, containing 1,300 beds. 
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discharging patients, disposition of the dead, en- 
listments and reenlistments, clinical records, files 
and correspondence. 


In smaller hospitals one man may carry two or 
more of these assignments. While only small 
space can be devoted here to the pharmacists, 
their work is of tremendous importance. Many 
regard them as the mainspring of the administra- 
tive organization. Most pharmacists are men who 
have spent twenty years ur more in the Hospital 
Corps, and have grown up practically from boy- 
hood in our hospitals. 


Nursing is done by both men and women. The 
navy Nurse Corps is composed of female nurses, 
carefully selected from graduates of approved 
training schools. No undergraduates are em- 
ployed in the navy as nurses or dietitians. These 
women supervise the nursing work in the hos- 
pitals, and maintain a high level of service. One 
disadvantage in the selection of nurses for the 
Navy is the heavy casualty list from marriage. 
Admission into the navy Nurse Corps appears to 
be regarded as guarantee of certain mental and 
physical qualities highly valued by young men. 


The Hospital Corps is a group of enlisted men, 
selected from those of better-than-average edu- 
cation, and with temperaments fitted for the care 
of the sick. From the recruit school they go to 
a Hospital Corps training school, then to our 
larger hospitals for further training. They do 
most of the actual nursing in our hospitals, under 
the direction of the female nurses. On ships or 
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U.S.S. Relief, hospital ship of the fleet. This is a complete modern hospital of 500 beds. The large structure below the 
bridge is the operating room. 








at sea, with the exception of the hospital ship, 
the hospital corpsmen do all the nursing. It 
would surprise you to know what a gentle, com- 
petent and understanding nurse can be made out 
of a high-school boy with three or four years’ 
training. Many of the corpsmen are certified as 
technicians in laboratory, x-ray, dental hygiene 
and other branches. 


Modern Sailors Are Different 


Now a word concerning our patients. There are 
many erroneous ideas concerning the character 
of the sailor. Most of these ideas persist from 
legends of the dim past. The average navy man 
of today is a high-school graduate, and many of 
them have had a year or two of college. They are 
much more than just boys in wide pants. Most 
of them are ambitious youngsters, going to night 
school, taking correspondence courses, working 
for promotion. The proportion of married men 
in a shore station may run as high as seventy-five 
per cent. The typical sailor when his day’s work 
is done, instead of starting on a round of the 
saloons, as many people imagine, hops into his 
car and goes home to his wife and kids, even as 
you and I. A large percentage of them are high- 
ly-trained specialists in the great number of tech- 
nical branches, required by the Navy. 


The sailor’s official home is his ship. A naval 
vessel is so crowded with men, guns, machinery 
and explosives that there is room only for the 
able bodied. Therefore, the sick man is usually 
sent to the hospital as soon as possible, and does 
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Surgical ward, U.S.S. Relief. Another tier of bunks can 
be hung on the stanchions, if desired. 


not return to his ship until convalescence is 
completed and he is in all respects fit for duty at 
sea. Contrast this procedure with that of the 
civil hospital where most patients, for financial 
and other reasons, must leave as soon as possible 
and complete convalescence at home. This is the 
principal reason why the average stay of the navy 
man in the hospital is thirty-three days, as com- 
pared with an average stay of 12.5 days for pa- 
tients in civil hospitals. This prolonged stay 
means also that the naval hospital must provide 
space and facilities for recreation and amusement, 
to occupy the boys during the convalescent 
period. Since the navy man cannot choose his 
own doctor or his own hospital, there exists a 
special obligation to provide the best in equipment, 
personnel and human relations. 


Another factor that makes for a prolonged stay 
in hospital is the number of injuries by motor 
vehicles. So much has been written and said 
about the dangers of the sea that it may surprise 


-you to learn that the greatest cause of death in 


the Navy is motor-vehicle accidents. Most of 
these accidents occur while the man is on leave 
or liberty. In 1937, for instance, sixty-seven died 
from accidents which occurred while on duty, 
while ninety-seven died as the result of accidents 
which occurred while on leave or liberty. Sixty- 
seven deaths and more than 36,000 sick days 
were due to motor-vehicle injuries. 


Accounting and Procurement 


Accounting in naval hospitals is a subject on 
which I will touch lightly, because I do not feel 
competent to discuss this subject in detail. Prior 
to the passage of the Budget and Accounting Act 
in 1921, accounting was a rather casual matter, 
but now it has grown into one of considerable 
complexity. A recent editorial' mentioned that, 
“A warning which should be voiced is against 
the tendency to detail in cost accounting. Cost 
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accounting is an insidious disease which grows on 
one, and is very apt to result in an elaboration 
which is not justified by the results produced.” 
There are times when I feel a strong sympathy 
with the state of mind which prompted that 
editorial. 


The General Accounting office sets up uniform 
standards for all government departments, checks 
all contracts, and audits disbursements to see that 
they are made in accordance with law. The Bu- 
reau of Supplies and Accounts is the accounting 
agent for all bureaus of the Navy Department. 
Budgets for the Bureau of Medicine and Surgery, 
covering all activities of the Medical Department 
of the Navy, are prepared on an annual basis, 
generally about eighteen months in advance. This 
is necessary so that they may be submitted for 
study and approval of the navy budget officer, 
the Bureau of the Budget and the congressional 
appropriations committees. Our hospitals operate 
on a system of allotments made from annual con- 
gressional appropriations and the Naval Hospital 
Fund. 


Most of the medical supplies and certain stand- 
ard items of equipment for all Medical Depart- 
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A patient is hoisted aboard the hospital ship, U.S.S. Relief. 

Wire stretchers are used and are hoisted by davits from 

the small boat below. This is . difficult maneuver in rough 
weather. 
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Surgical ward in the U. S. Naval Hospital, San Diego, 
California. The thirty-bed ward is the standard unit in 
naval hospitals. 


ment activities are procured at the supply depots 
located in Brooklyn, New York, and Mare Island, 
California. There is a supply table, containing 
approximately 2,500 items, for which requisitions 
are submitted at stated times. Hospitals are re- 
quired to keep on hand a 12-months’ supply of all 
articles except perishable items. This stock is 
designed to act as a cushion to soften the in- 
evitable disruption in case of war. Commodities 
for the use of Federal activities are standardized 
as far as is practical by the Federal Standard 
Stock Catalogue, which must be used by the pur- 
chasing agencies. Other items must be obtained 
under contracts established by the Procurement 
Division of the Treasury Department. Many arti- 
cles must, by law, be purchased from the Federal 
Prison Industries. Oddly enough, coffee is ob- 
tained from the Naval Clothing Depot. 


There are two congressional appropriations and 
one fund from which supplies and equipment, 
needed at a naval hospital, may be purchased; 
they are titled, Medical Department, Care of the 
Dead, and the Naval Hospital Fund. The uses 
of each are specified in great detail. 


Many Forms Required 


Patients in a naval hospital may belong to any 
one of nearly fifty different categories, each with 
its own pay status and perhaps special forms for 
reports. An incomplete compilation shows two 
hundred different forms that the clerical force 
of a naval hospital must keep up to date and cor- 
rect in minute detail. Each person in the Navy 
has a health record which is made out when he 
enters the service and it accompanies him wher- 
ever he may go. In this are entered all clinical 
data during his stay in the hospital. So a naval 
hospital with one thousand patients may have one 
thousand pay accounts, one thousand health rec- 
ords, one thousand enlistment records, one thou- 
sand admission and discharge papers, and count- 
less other records to keep up to date. 
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The employees in the culinary, engineering and 
other departments of our naval hospitals are all 
under civil-service regulations, which specify in 
full detail their pay, rights, privileges and work- 
ing conditions. There are practically no disputes, 
because all the rules are in black and white in 
the book. This produces a very stable group of 
workers, most of whom soon come to have the 
same pride in the efficient working of the hos- 
pital that the rest of the staff has. 


Social service is a field of great importance in 
naval hospitals. When a man is disabled and dis- 
charged from the service aid is needed when he 
returns to his home to reestablish him there, so 
that he will not be a burden on the community. 
Family emergencies occur, and worry over them 
may be a serious handicap to a patient’s recovery. 
In mental and disciplinary cases it is often im- 
portant to determine the man’s social and family 
background. There is a very satisfactory ar- 
rangement with the American Red Cross which 
maintains expert social workers in our naval hos- 
pitals to aid in adjusting such difficulties in 
human relations. It is a pleasure to pay tribute 
to this beneficent organization and to its repre- 
sentatives who do so much to smooth out the 
rough spots and to make life happier for both 
staff and patients. 


Recently I have been on several extensive trips 
in various parts of the country, to study hospital 


construction and administration. It was a de- 
lightful experience to meet in person many of the 
men and women, prominent in the field of the hos- 
pital administration, with whose names I had 
been familiar for years. It came as a distinct 
surprise to me, to note the large number of keen 
and able young men who are preparing themselves 
for hospital administration as a career. Guided 
by the advanced standards and the courses of 
instruction developed by the American Hospital 
Association and the American College of Hospital 
Administrators, they will achieve a wonderful ad- 
vance in this line of endeavor during the next 
generation. I have come to the opinion that the 
same qualities, required for success in hospital 
administration in civil life, are needed in the 
Navy. Like yours, our hospitals are not static, 
but dynamic and progressive. 


Here is a question that is frequently asked: 
Which is better, the standardized, strictly regu- 
lated administration of naval hospitals, or the 
freer, more personal control that we see in most 
civil hospitals? I believe that Alexander Pope 
gave the perfect answer to this question when he 
wrote: 


“For forms of government let fools contest; 
Whate’er is best administered is best.” 
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World Unity in Relief of Suffering 


MALCOLM T. MacEACHERN, M.D. 


there lie more than twelve and a half million 

patients. There are eighteen million beds, or 
thereabouts, and at any given time seven out of 
ten of the beds, on the average, are occupied. 
Some of them are in crude base hospitals in parts 
of war torn Europe; others are in great hospitals 
and sanitaria that spread over acres of ground in 
the fragrant, seemingly peaceful countryside of 
this fair province of Ontario. From the flowery 
isles of the Pacific to the cold Newfoundland coast, 
from the tumultuous urban centers of the Occident 
to the quiet mission outposts of the Orient, these 
hospitals, with their “aisles of hope,” extend. 


Tore in the hospital beds of the world, 


In what country these beds are situated does 
not matter to this audience of people whose lives 
are devoted to alleviating pain and distress where- 
ever it may exist. We hospital folk of the United 
States and Canada cannot close our eyes to suf- 
fering anywhere. In the pages of our daily press 
and over the radio today, we read and hear news 
of battle that presents vividly to our understand- 
ing minds visions of the wounded and the dying, 
and the courageous attempts of the members of 
medical and hospital units to reach and to relieve 
them. War with all its horror has descended on 
the world. Canada has been drawn into it, is 
already mobilizing, so that even here on this side 
of the sea, peace is disturbed by preparations for 
war. 


Hospitals Must Be Ready for Any Eventuality 


We are especially sensitive here today to the 
disrupting influences of war because Toronto was 
to have been the scene last week of a great Inter- 
national Hospital Congress. The elaborate plans 
for that Congress were complete when hostilities 
forced its cancellation. The deliberations planned 
for that meeting were, with one exception, to be 
on hospital activities as they are conducted in 
time of peace. The one lone hint that alarm was 
felt by some of us was the subject announced for 
one of the reports—air raid precautions for hos- 
pitals. Now every one of us is alarmed. Canada 
is in a state of war and her hospitals and hospital 
personnel face probable war service. The hos- 
pitals of the United States must be ready for any 
eventuality, and even should the direct involve- 
ment of our country be averted, we must do what 
we can to relieve misery abroad. A spirit of 
humanitarianism dictates that nowhere in the 
world can the medical and hospital professions 
practice a policy of isolation when disaster such 
as war strikes the people of any land. 
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Achieving of the widest possible unity among 
hospitals has a more powerful motive behind it 
today than it had just last month, for to the prob- 
lems of peacetime are suddenly added those of a 
period of war. This may be a terrible, prolonged 
war. No one knows. What we do know is that 
we must be prepared. Fighting men and the ma- 
terials of war are being mobilized; forces whose 
function it is to rescue, to succor, and to rehabili- 
tate the casualties of the battlefield and of raided 
cities and villages must also be mobilized, along 
with the facilities and materials that they need. 
The hospitals of Canada and the United States 
have a program of preparation ahead of them 
that they can very well undertake as a joint 
effort, with no possible criticism of such consolida- 
tion because the object will not be to promote war 
but to lessen its direful consequences should the 
conflict envelop us all. 


Those who must patch up the maimed and 
mangled victims of war have very little oppor- 
tunity to intervene in crises which threaten to 
lead to such carnage. Naturally it would be better 
to stay the warring elements than to have to work 
to salvage the human wreckage they create, just 
as it is better to drain the swamps than it is to 
treat the malaria sufferers which the mosquitoes 
breeding there would cause if this were not done. 
By immunization and other measures, the hos- 
pitals help to prevent the spread of disease; by 
supporting safety movements and by preaching 
and practicing competent first aid, they help to 
prevent casualties from accidents; by throwing 
their influence with that of other agencies trying 
to avert the spread of war, they will be helping to 
prevent death and disablement which are caused 
by war. 


Viewing Hospital Work on a Broad Scale 


Disappointing as it has been to see the interna- 
tional hospital meeting cancelled at a time when 
world-wide deliberation on hospital problems was 
so desirable, I believe that it has made us appre- 
ciate more than we did before, perhaps, that the 
association has helped us greatly to view hospital 
work on a broad scale, to recognize the value of 
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obtaining different ideas, and to realize that in- 
spiration and enthusiasm spring from interna- 
tional cooperation. The spirit of the movement 
has been caught by the public, and in this con- 
nection we should acknowledge the fact that the 
public is no extraneous factor in the hospital field. 
Into our hospitals the public has poured its wealth 
and its sympathies. Whether willingly through 
gifts, or involuntarily through taxes, people the 
world over have shared their substance to the end 
that those who are in good health may be kept so, 
that the sick may be made well, that the disabled 
may be rehabilitated, that pain and discomfort 
may be lessened for everyone. The appeal of 
suffering, no matter who the sufferer may be, has 
been strong enough to raise these symbolic monu- 
ments to the generosity of the human heart that 
we call hospitals, and of which we of all countries 
are so justly proud. If we are to continue to be 
proud of them under the constantly more exacting 
demands of an onward marching technical and 
scientific order, we must recognize the full part- 
nership of the public and pledge to it a profit from 
our world unity endeavor. 


Let us think of the twelve and a half million 
patients in the hospitals of the world at this 
moment—one hundred and forty-one million a 
year—and the army ministering to them of some 


eleven million soldiers of mercy. Patients of all 
colors, creeds, countries, and classes. Soldiers 
who have buried deep all political, religious, social, 
national, and individual prejudices. And a public 
that cooperates by supplying them with the neces- 


sary equipment. What a picture for a strife 
weary world! What a promise for better times to 
come! The image that we conjure of a figure 
bending over another figure on a hospital bed, with 
the whole soul of the one bent upon relieving the 
suffering of the other, is one that portrays 
humanity universally bound together throughout 
the world by the ties of compassionate service and 
of gratitude. 


The Practical Side of International 
Hospital Consolidation 


To be successful, however, every endeavor must 
have a cold, practical side to meet the harsh de- 
mands of this workaday world. Hospital service, 
and the international hospital unity effort, are no 
exceptions. Thrill as we may to the emotional 
appeal of world unity in relief of suffering, we 
must also calculate and broadcast the practical 
value of such unity. To a public oversold on 
economic considerations and ideals of machine-like 
efficiency, we must first show the possibilities of 
material gains through international consolidation 
of effort before we can open their eyes to the 
larger potentialities of a more inspired spirit of 
service. 
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Practically speaking, then, what does this 
audience, and what do all the hospitals of the 
world, represent in terms of business and finance? 
The ninety thousand hospitals of the world have 
an estimated investment in buildings, grounds, 
and equipment of sixty billions of dollars. They 
employ some eleven million people to whom they 
pay annually an estimated six billions of dollars, 
not counting fees to private physicians and nurses 
paid by patients. Their annual expenditure for 
food, other supplies, and maintenance runs over 
twelve billions. From a purely commercial view- 
point, therefore, as buyers of materials and em- 
ployers of labor, they must be reckoned among the 
largest and most important industries of the 
world. In the United States they are actually 
rated as the fifth largest industry. But, someone 
who is literally minded will say, are they not 
parasites upon industry rather than main branches 
of it? Do they not consume everything and pro- 
duce nothing? 


There are two leading kinds of industries— 
manufacturers or producers, and distributors or 
service organizations. The hospital does not manu- 
facture or produce articles, nor does it distribute 
them except in an incidental fashion. It is pre- 
eminently a service industry. As such, to use com- 
mercial phraseology, its function is to keep as 
many people as it can in active service, and to 
return to serviceability as large a portion as it 
possibly can of the battered and worn human 
material consigned to it for repairs. It does a 
conserving and salvaging job. Every day through- 
out the world it restores to social and economic 
usefulness thousands of people who, but for its 
aid, would have sunk to early graves or have lived 
only to be burdens to themselves and society. 


Hospitals have been impelled to world unifica- 
tion by their eagerness to bring to the patient the 
very best in the way of equipment, technique, and 
trained personnel that any country has devised 
means for developing. It is obvious that great 
expense is involved in keeping hospitals com- 
pletely modernized according to standards that 
prevail in the most progressive centers. The pub- 
lic may sometimes be inclined to wonder at the 
rising cost of operating hospitals. It takes for 
granted, however, the fact that the efficient home 
of today operates at much heavier expense than 
the home of yesterday. It must have air condi- 
tioning equipment, automatic water heater, re- 
frigerator, laundry machinery, power driven 
cleaners and food mixers, and countless other 
mechanical gadgets, to the cost of which must be 
added the expense of current to run them and of 
the education of a homemaker competent to man- 
age the intricate establishment. Likewise the 
efficient hospital maintains its efficiency only by 
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acquiring and operating a mounting list of equip- 
ment—somebody has estimated that in the mod- 
ern hospital more than 29,000 medical and surgical 
supplies and instruments are used—and by con- 
stantly appointing better trained persons to its 
staff. 


But though the cost thus rises yearly, every 
therapeutic appliance, every device that contrib- 
utes to the patient’s comfort and ease of mind 
and body, and every better qualified person that is 
added, increases the power of the hospital to con- 
serve health and to restore it. This is the profit 
that the public gets from adequately supporting 
its hospitals. This is the profit that it may ex- 
pect to see grow under world unification with its 
contributions to knowledge, efficiency, morale, and 
mutual understanding. 


The Strength of Numbers 


In restoring men—the worker, woman—the 
homemaker, and child—the worker and home- 
maker of the future, to a society which needs 
them, how much better a conserving and salvaging 
result can the hospital achieve through linking 
itself with other hospitals, than it can through a 
policy of isolation? It gains drive, for one thing. 
The very sense of the strength of numbers striv- 
ing for the same object seems to multiply energy. 
It also gains vision. Insight and outlook grow 
with study of other situations, and the patient 
benefits by better understanding of his condition 
and his needs. And it gains experience vicariously 
which, added to firsthand experience, confers more 
knowledge and resourcefulness with which to meet 
new problems as they suddenly arise. Besides 
these intangible gains, it finds help in improving 
every branch of its service, from selection of floor 
coverings to organization of its medical staff. So 
complex an institution as the modern hospital 
needs the benefits of worldwide study of its many 
problems, if for no other reason than to keep it 
abreast of technical advances which its busy staff 
cannot possibly follow without the aid of a central 
source of information. 


To judge of the need of world unity among hos- 
pitals, we have only to compare the results in the 
best hospitals in the world with those which rank 
the lowest. What would the salvage record show 
if all could be brought as closely as possible to 
the standards of the highest? No accurate study 
of present results can be made because the sub- 
standard institutions usually do not keep reliable 
records. The actual death rate may be deter- 
mined, but information on avoidability of the 
fatal outcome, and on the degree of restoration 
to health of patients discharged, will not be ob- 
tainable. Here lies one of the great tasks of inter- 
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national hospital relations and association—to in- 
sist that every hospital in every land keep com- 
plete medical records on all patients admitted. To 
keep the record as favorable as possible is in itself 
an incentive to conscientious effort. Records pro- 
vide bases for comparison among hospitals, thus 
introducing an element of competition which, on a 
worldwide basis, would result in the saving of 
more lives and in restoring more normally func- 
tioning individuals to society. In addition, the 
records of clinical results provide the best possible 
basis for the development of improved methods 
of treatment. 


Contact between hospitals of the world assures, 
as no other means could, steady progress in hos- 
pital care. Nations rise and decline, and their hos- 
pitals are all too likely to follow the cycle. The 
records of their discoveries and experiences, if 
they kept any, are lost. When the successor na- 
tion becomes hospital conscious under a new 
regime, there must be a new foundation laid and 
steps painfully reclimbed. In antiquity there were 
fine hospitals, but they passed away with their 
empires. Thousands of years later we find hos- 
pitals hardly deserving the name, perhaps not far 
from the sites where the splendid ones of an 
earlier age flourished. The system of separate 
services headed by physicians with special apti- 
tudes, which was instituted in the great hospital 
in Bagdad in the tenth century, was unknown to 
other hospitals of its own day, as it was unknown 
to those which rose much later. Through inter- 
national association or contact, this isolation of 
excellence, this discontinuous progress, this re- 
tracing of hard-to-learn steps, should be avoided. 
The best practices of the hospitals in every land 
can be communicated to and followed by all other 
hospitals, and the record of these practices can be 
preserved for and supplemented by posterity. 


It is ten years since the first International Hos- 
pital Congress was held in Atlantic City; eight 
since the International Hospital Association was 
formally organized in Vienna by the representa- 
tives of forty-three nations. In these years it has 
quietly pursued a program of diligent study and 
interchange of information. Already it has built 
up central archives of priceless value. Through 
an official quarterly publication, “Nosokomeion,” 
printed in three languages, and through corres- 
pondence handled by the central office and by 
members of the thirty-nine international study 
committees, data on every aspect of hospital 
operation has been collected and distributed. Tire- 
lessly the cause of international cooperation 
among hospitals has been furthered by the leaders 
in the work of organizing the association and 
starting it on what we hoped would be an endless 
career. The serious European war has suddenly 
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changed our fondest hopes and perhaps all plan- 
ning for the future along the original lines.. The 
success of any international hospital association 
depends greatly upon good international relations 
between nations. The reestablishing of these re- 
lationships amongst the nations of Europe appears 
to be much more distant than the immediate 
future, and possibly to carry out the many ob- 
jectives which I have submitted in this presenta- 
tion it will be necessary to recast the whole plan 
of international hospital relations and association 
in order that the benefits from every institution in 
the world that is worthwhile and rendering good 
service may be available to all other institutions, 
and that hospital research work on the broadest 
possible scale may proceed despite the war. 


Visible Results of Unification of Hospitals 
in America 


We Americans are proud to be able to offer to 
the world an example of unification in hospital 
effort which has produced clearly visible results. 
About one-fourteenth of the population of the 
globe dwell in the United States and Canada, and 
are experiencing the benefits of standards founded 
and developed by national organizations such as 
the American Hospital Association, the Canadian 
Hospital Council, the American College of Sur- 
geons, the American Medical Association, the 
Catholic Hospital Association, and other organiza- 
tions which are serving the hospital field today in 
various capacities. These standards have brought 
about a unification and strengthening of effort 
amongst our hospitals in these two great coun- 
tries. 


Well within the memory of most of you was the 
origin of Hospital Standardization twenty-two 
years ago, a movement carried forward by the 
American College of Surgeons with the coopera- 
tion of the leading medical and hospital organiza- 
tions of these countries. Already international in 
scope, including some hospitals in South and Cen- 
tral American countries and a few in places out- 
side of this continent, Hospital Standardization 
offers a minimum standard and a system for ap- 
proval based on surveys which could readily be 
adopted by all the hospitals of the world. These 
standards and others promoted by various organi- 
zations have been thoroughly tested. They are 
freely offered to the world as the fruit of Ameri- 
can experience in trying to provide better care for 
the patient in the hospital. The findings of the 
hundreds and thousands of individual surveys 
made by the American College of Surgeons and 
the American Medical Association are recorded in 
the: files of the respective organizations. Other 
valuable data have been accumulated by the 
American Hospital Association, the Canadian Hos- 
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pital Council and the Catholic Hospital Associa- 
tion. These reports and data reveal steady im- 
provement -in the hospital field, accomplished 
largely through the unifying efforts of these active 
organizations. The substantial progress effected 
demonstrates that correlated plans for improve- 
ment of practices are workable over a very wide 
area. There is no reason why the area could not 
be extended to include every country, so that the 
best and highest standards might be everywhere 
adopted. What has proved so outstandingly suc- 
cessful in countries having seven per cent of the 
population of the globe, is worth copying by those 
embracing the other ninety-three per cent. 


For the patient is, from the hospital viewpoint, 
a standardized object. Despite the slight differ- 
ences which climatic circumstances cause in the 
diseases that afflict him, the patient himself is 
very much alike from the Equator to the Poles, in 
anatomical structure, physiological functions, and 
pathological principles. 


Raising the Health Level 


International cooperation can offer a supreme 
impetus to raising the health level and improving 
the care of the sick and injured from one side of 
the globe to the other. Out of our hospital doors 
must issue a constantly larger stream, in propor- 
tion to the numbers who enter them, of healed 
and cured people. To measurement by that gauge, 
we must submit the success of our world unity 
endeavor. 


Summary 


At this critical time in the history of the world, 
then, it is particularly our duty to view hospital 
work on a world-wide scale; to join forces, insofar 
as it is possible for us to do so under existing cir- 
cumstances, to confer upon the sick and injured 
everywhere the benefits of unity of the minister- 
ing hand and heart. The unification that we have 
already achieved, especially in Canada and the 
United States, embracing all hospitals, govern- 
mental and voluntary, has brought us to a degree 
of preparedness far beyond that experienced when 
the World War began. We are organized, 
equipped, standardized, and ready to mobilize for 
whatever emergency the future may bring. Well 
directed cooperative effort by as many nations as 
wish to join our program will assure the minimiz- 
ing of peace-time and war-time casualties, suffer- 
ing and sorrow, and assure the furtherance of 
health, happiness and security for humanity. We 
share with hospital people the world over, a com- 
mon purpose, and in carrying out that purpose— 
the best care of the sick and injured, regardless 
of race, clime, color, religion, social status or other 
factors—we are and always shall be strongly 
bound together. 
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Hospital Problems and Relationships Between Volun- 
tary Hospitals and Governmental Agencies 





in Hospital Care for Medical Indigent 


zations. They have many things in com- 
mon with almost every type of industrial or 
commercial enterprise and yet, because of the 
many complex human relationships, cannot en- 
tirely surrender to the hard and fast rules of in- 
dustry and commerce. Our product is service to 
the sick but the emergencies with which the hos- 
pital is confronted in the selling of its services, 
set it far apart from the many enterprises which 
it resembles. Unlike business and industry, a 
hospital deals in human lives and its services must 
be given away in whole or in part if the circum- 
stances of those seeking aid are such that they 
cannot be sold to the individual at either cost or 
a slight margin over cost. A further difficulty 
which few people realize is the fact that almost 
all who have need for the services of a hospital 
are abnormal because of physical or mental ail- 
ments, or both. Friends and relatives of patients 
are often more difficult to deal with than the pa- 
tients themselves, for the reason that they are 
frightened, excited, unusually exacting and in 
many instances unable to understand the profes- 
sional language of those treating their friends or 
relatives. 


: f estions. are extremely complex organi- 


Unfortunately, there are very few people who 
make a real effort to inform themselves of the 
mission and place of the hospital in our social 
organization until they require its services. Then 
they must acquire this information under condi- 
tions very trying to themselves and even more 
trying to those whose duty it is to help them. 


Objectives of the Hospital 


The objectives of the hospital are well defined. 
First, treatment is well understood. The close 
interlocking relationships of the medical profes- 
sion and the hospital, in rendering such treatment, 
is recognized and the fact that every effort is 
made to coordinate all of these activities pertain- 
ing to the care of the patient, is well known. Few 
people, however, seem to appreciate the impor- 
tance attached to the obligations which compel 
the hospital to protect its patients. You ask 
against whom or what does the hospital protect 
those entrusted to its care. In answer to this 
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question, the following can be cited: The patient 
must be defended against his own ignorance and 
his own impulses; he must be shielded from the 
misguided efforts of well meaning but uninformed 
relatives and friends; he must be guarded against 
the possibility of falling into the hands of un- 
scrupulous, incompetent medical advisors and 
quacks of all kinds; he must be assured that he 
will have the services of competent nurses and 
attendants; he must be protected from the type 
of lawyer who reaches the hospital almost as soon 
as the ambulance which bears the patient; his 
name must be protected from all gossip; the med- 
ical records of his case must be closely guarded; 
his confidence must not be violated; and he must 
be shielded against harmful drugs and other rem- 
edies. The hospital would be derelict in its duties 
if it did not protect its patients against the above 
mentioned dangers and innumerable other threats 
to his well-being during and after hospitalization. 


Education as a Hospital Obligation 


A second and important obligation of a hospital 
is to help educate and train doctors, nurses, 
dietitians, technicians, social workers and others 
of the hospital personnel. Failure to assume this 
definite educational obligation would result in a 
decided lowering of the standard of professional 
care in any community. The third prime object 
of the hospital relates to matters of health in the 
community, and fourth and finally it must en- 
courage a broad program of research into the 
problems of disease and preventive medicine. 


It was inevitable that the advantages of hos- 
pital facilities in the treatment of the sick, coupled 
with the increasing concentration of populations 
in the cities and the tendency of families to live 
in small apartments, should lead to the develop- 
ment of a great voluntary hospital system for the 


31 















care of those whose circumstances permit them 
to pay for such services. Hospitals have been 
largely dependent upon their own earnings for 
support, although in many instances endowment 
funds have been set up to help meet the normal 
operating expenses of a hospital. Under present 
conditions hospitals and private physicians are 
finding it increasingly difficult to retain their pay- 
ing patients. Here the emphasis is now upon 
finding ways and means of making it possible for 
more people to use the services of the hospital and 
their own private doctor and to pay for them. To 
accomplish this, group payment plans are already 
well under way among hospitals in many cities 
throughout the United States. Through these 
plans, individuals are enabled to budget their hos- 
pital expense. The insurance principle of spread- 
ing risks over large groups makes it possible for 
individuals to pay for hospital and doctors’ serv- 
ices through small monthly payments. 


Few people realize that in medical centers such 
as Albany Hospital fifty-five to seventy per cent 
of all our patient days represent so-called service 
cases for which no doctor receives one cent for his 
services and the hospital receives on the average 
only about fifty-five per cent of the actual cost of 
caring for these patients. In other words, when 
the City or County of Albany sends its indigent 
sick into any of the hospitals in Albany they pay 
the hospital at a rate representing just over one- 
half the actual cost of care. The hospital on its 
part has to contribute almost a like amount to 
cover the actual cost of care for these indigent 
patients. In addition to these service cases, an- 
other ten per cent of all our patient days are ac- 
counted for by people who are not in quite a low 
enough economic class to qualify for a free city 
order but who cannot hope to pay the full cost of 
their services in the hospital. These people are 
cared for at a rate far below the actual cost to 
the hospital. From the above figures you can 
readily see that only twenty to thirty per cent of 
our patient days are accounted for by people who 
pay either the full cost or slightly over the cost 
of their care. 


Few people realize the credit and collection diffi- 
culties of the modern hospital. A few figures 
from Albany Hospital will illustrate the prob- 
lem. Annual earnings from all sources are about 
one and one-quarter millions of dollars. Between 
seven and eight hundred thousand dollars of this 
is from patients paying their own bills. A large 
percentage of our paying patients have to pay on 
time payment plans. Our own credit department 
regularly has on its book four thousand to five 
thousand open accounts totaling from one hun- 
dred and fifty thousand dollars. to two hundred 
thousand dollars. Although hospitals make every 
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possible effort to extend credit to economic bor- 
derline patients to prevent the necessity for pub- 
lic assistance, I believe it is obvious to all that we 
are not in a position financially to run a banking 
loan business. Our payrolls must be met on time 
and our vendors’ invoices must be paid on a thirty, 
sixty, or ninety day basis. I doubt if more than 
two or three hospitals out of a thousand have suf- 
ficient working capital to grant the amount of 
credit called for by its patients. 


The Out-Patient Clinic 


Further complicating the financial burden of a 
hospital is conducting a large out-patient clinic de- 
partment for people who cannot afford the serv- 
ices of a private doctor and who do not need in- 
patient hospitalization. The out-patient clinics in 
the larger voluntary general hospitals cover every 
phase of human sickness. Of course, it is neces- 
sary to investigate the status of all applicants 
for clinic care so that we will not be giving med- 
ical care free of charge to those who should be 
paying a private doctor. Despite very careful in- 
vestigation made of every case, you can appreciate 
that some unworthy subjects do get by. 


The Public Welfare Law of New York states in 
part (referring to welfare commissioners) : 


“They shall, whenever possible, administer 
such care and treatment as may restore such 
persons to a condition of self-support, and 
shall further give such service to those liable 
to become destitute as may prevent the neces- 
sity of their becoming public charges.” 


“Whenever practicable, relief and service 
shall be given a poor person, or a medical indi- 
gent person, in his own home; the commis- 
sioner of public welfare, may, however, in his 
discretion, provide relief and care in a board- 
ing home, the home of a relative, a public or 
private home or institution, or in a hospital.” 


“Whenever a public welfare official receives 
an application for relief or is informed that 
a person is in need of care, an investigation 
and record shall be made of the circumstances 
of such person.” 


“The public welfare district shall be re- 
sponsible for providing necessary medical 
care for all persons under its care, and for 
such persons otherwise able to maintain 
themselves, who are unable to secure neces- 
sary medical care. Such care may be given in 
dispensaries (Out-patient Clinics), hospitals, 
the person’s home or other suitable place.” 


The New York law thus very specifically indi- 
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cates that it is not necessary for a person to be 
on actual home or work relief (W.P.A.) to secure 
aid from the welfare district for medical care. 
Social Service and Credit Investigating Depart- 
ments of hospitals in New Year State make every 
reasonable effort to collect for clinic and/or hos- 
pital in-patient services from each patient or the 
responsible relative. A few facts from the Out- 
patient Clinics of Albany Hospital will illustrate 
the problem. 


Last year approximately eleven thousand in- 
dividual medical indigent, Home Relief and W.P. 
A. people made fifty-seven thousand and six hun- 
dred visits to our out-patient department clin- 
ics. The total cost to Albany Hospital for these 
visits was fifty thousand and six hundred dollars. 
In addition, we spent sixteen thousand eight hun- 
dred dollars for x-rays, physical therapy treat- 
ments, basal metabolisms, electrocardiographs and 
various other diagnostic and treatment proced- 
dures ordered by our clinic doctors. Our staff 
doctors give their time (many hundreds of hours 
each month) to the medical indigent patients in 
our clinics free of any charge. 


Reducing the above to costs per visit gives us 
eighty-six cents per visit exclusive of the costs 
of x-rays, etc. The extra diagnostic and treat- 
ment services mentioned above add thirty cents 
per visit, giving a total cost of $1.16 for every 
visit to our out-patient department. 


Patients paid us approximately 22.8c per visit. 
This figure includes the visit payment plus all 
payments from patients for the special diagnostic 
and treatment services. Fifty-eight per cent of 
the patients paid nothing and forty-two per cent 
of the patients paid us nominal charges. After 
applying the income from all sources such as pa- 
tients’ fees, welfare district payments and the Al- 
bany Community Chest against our total expense 
of sixty-seven thousand four hundred dollars we 
were thirty thousand nine hundred dollars be- 
hind for the year 1938. 


We believe all thinking people realize that the 
prompt diagnosis and subsequent therapeutic 
treatment received in the hospital clinics saves 
many medical indigents from the necessity of 
hospitalization as bed patients. 


Payments for Hospital Service from Public 
Funds in New York State 


Hospital tradition says that any voluntary hos- 
pital must be ready at any hour of the day or 
night every day in the year to care for those pre- 


senting themselves to our institutions in need of . 


our services. 


October, 1939 


Following are a few facts taken from figures 
obtained from member hospitals of the New York 
State Hospital Association: 


The average cost of eight so-called teaching 
hospitals (connected with medical schools) was 
$7.85 per patient per day. The highest cost in 
this group was $10.89 and the lowest $6.35 per 
patient day. The average cost per patient day in 
the ninety-eight non-teaching hospitals reporting, 
was $5.42. The high was $7.60 and the low $3.44. 
As might be supposed the higher costs were re- 
ported from larger hospitals maintaining complete 
in-patient and out-patient department services, 
while the lower costs were given by the smaller 
hospitals without out-patient department or many 
of the special in-patient services. Depreciation 
on equipment and/or buildings was not figured 
in costs by many hospitals. If equipment depre- 
ciation alone were figured in costs by all hospitals, 
it is our belief that the average costs of all re- 
porting hospitals would have been from twenty to 
forty cents per day higher than the average of 
$5.42. 


Against these costs we find an average payment 
to hospitals from public funds of $3.63 with a 
high of $6.50 and a low of $1.80 per patient day. 
The hospital reporting this unusually low figure 
of $1.80 also receives payments for extras. Of 
the total hospitals reporting we find that forty- 
eight received payments for all or some of their 
extras as well as a flat rate per day. In general, 
the hospitals receiving payments of $3.50 per day 
or less tended to receive payments also for extras. 


We then find an average cost in non-teaching 
hospitals of $5.42 against average payments from 
public funds of only $3.63 or an average daily 
loss per patient per day of $1.79. This fact alone 
is enough to explain the present financial difficul- 
ties of most of our voluntary hospitals. We must 
also remember that voluntary hospitals, partic- 
ularly the larger ones, gives thousands of dollars 
of service to indigents other than those in on 
public permits. 


Few people realize the important strides made 
by hospitals and physicians over the past fifty 
years, particularly the past twenty-five years, in 
reducing the average time of a patient’s hospi’ 
stay. Mr. Asa S. Bacon, Director of Chicago’s 
Presbyterian Hospital, and Treasurer of the 
American Hospital Association, made a thorough 
study of this some few years ago. He reports the 
following: 


50 years ago, average hospital stay 28 days 
25 years ago, average hospital stay 22 days 
1938 average hospital stay........... 11 days 


This means that the average cost to the indi- 
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vidual in loss of income plus his hospital bill is 
less today than it was twenty-years ago. 


Since voluntary hospitals and their staff doctors 
have, in the past and through the years, continued 
to carry an ever increasing load of charity work 
it seems obvious that they will continue to be an 
important factor, possibly the most important 
factor, in the hospitalization plans of any local, 
state or national health program. Voluntary hos- 
pitals in this country represent an investment 
of about one and one-half billions of dollars. It 
seems self-evident, therefore, that any general 
health program must make use of an already ex- 
isting and functioning organization of such size 
and scope. 


I quote from a report of Dr. Joseph W. Mountin, 
United States Public Health Service. Dr. Moun- 
tin is also a member of the Technical Committee 
on Medical Care of the United States Government 
Interdepartmental Committee to Coordinate 
Health and Welfare Activities. 


“It is a well known fact that the poor suf- 
fer more illness than do persons in better 
economic circumstances and correspondingly 
that homes of the poor are less adapted to 
types of care commonly associated with hos- 
pital service.” 


Those of us who have made rounds with social 
service case workers, visiting nurses, etc., know 
how true is Dr. Mountin’s statement. 


Again I quote Dr. Mountin: 


“Implied in recommendations I, III and IV 
of the National Health Report which deal 
with grants in aid for medical care is the un- 
derstanding that existing facilities will be 
utilized to their full capacity wherever it is 
feasible to do so. Obviously, a governmental 
agency should not be expected nor could con- 
tinue indefinitely to purchase a service that 
it can provide more cheaply through public 
facilities. Comparative costs, however, should 
take into account investments, interest, de- 
preciation, repairs and other fixed charges as 
well as the all important feature, relative to 
standards of patient care. Public ownership 
need not preclude local governments from ap- 
pointing private agencies to operate publicly 
owned institutions.” (Cite Rochester Munici- 
pal and Strong Memorial Hospital.) 

Again I quote Dr. Mountin: 


“Even the most ardent advocates of the 
voluntary hospital system would agree that 
the government should assume responsibility 
for patients who can pay very little or more 
often nothing towards meeting hospital bills. 
In many communities the voluntary hospitals 
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are expected to bear the charity load and no 
consideration is given as to how the hospitals 
may obtain funds to pay for their supplies 
and to meet payrolls. Once the non-paying 
patients have been taken care of by taxation, 
voluntary hospitals might be able to reduce 
rates and thus accommodate moderately low 
income groups. It appears to the Technical 
Committee that tax support must be an in- 
tegral part of any feasible plan for giving 
hospital care to the 40,000,000 persons who 
at best can meet only a small part, if any, of 
their bills.” 


The following quotation from Dr. Carl F. Vohs,' 
Chairman of Medical Economics of the Missouri 
State Medical Association, will be of interest: 


“During the recent economic difficulties, 
hospital income from endowment funds and 
voluntary contributions was decreased about 
two-thirds while the charity load was in- 
creased almost four fold. Large obligations 
growing out of capital investment or fixed 
costs were not met. 


“A group of 25 per cent of our population 
will always be the responsibility of the com- 
munity and their care should be paid for on 
a proper per day basis by Community Chest 
funds or, when such funds are not available, 
by city, county, state and national tax funds.” 


The entire problem of organizing and providing 
hospital care for active home and work relief pa- 
tients and in addition, those otherwise able to 
maintain themselves but unable to provide med- 
ical and hospital care, is one of our pressing and 
most difficult social and economic problems. Hos- 
pital trustees and administrators, national, state, 
and local governmental and welfare officers, mem- 
bers of the medical profession and in fact all 
thinking citizens must cooperate to understand 
each one’s place in the general setup; and to solve 
the puzzle. 


In my considered opinion, and facts from all 
over the United States substantiate this opinion, 
voluntary hospitals cannot continue to assume the 
staggering financial burden loaded on to them in 
the past in the hospitalization of in-patients or 
for out-patient clinic services for the medical in- 
digent of this country. Governmental agencies 
must give more help to carry the load. Bank- 
ruptcy for many of our voluntary hospitals is 
threatened unless our financial load is lightened 
by adequate and fair payments, for the services 
we sell to governmental agencies. 
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take care of sick people has become obsolete. 

Now we consider the modern hospital as a 
health center, as an educational clinic for health 
and preventive medicine; a place in the commu- 
nity where all types of diseases are diagnosed and 
treated, a place where people can come for health 
education, both from a curative and preventive 
standpoint; a center where social problems, from 
a medical standpoint, are considered. It is a cen- 
ter where nutrition, disease control, sanitation, 
infant maternal welfare, venereal disease control 
and health education are taught. The hospital 
is a place where the public may take any medical 
or allied problem for help. This modern hospital 
is interested in all phases of the life of the people 
it serves. 


Te old idea that a hospital is just a place to 


A well-planned public health program consist- 
ing of a health unit, cooperating with the general 
hospital, can be of utmost value to the community 
it serves, especially in the southern states where 
diet is such a problem, and where the greatest 
number of people are in the low income group and 
poorly educated. 


There should be no lack of cooperation between 
the two units, because their program is the same 
—“The Better Health of the Community,” one 
through prevention of disease, the other by treat- 
ing disease. Today it is impossible to prevent 
disease without some treating of disease. Most 
public health pregrams admit this, hence the tu- 
berculosis hospital, syphilitic clinics, the crippled 
children’s clinic, cancer clinics and various other 
clinics. 


The hospitals must recognize that prevention of 
disease is also their problem. Appropriations are 
used up treating diseases that could be prevented. 
If syphilitic cases, old chronic cancer cases, tuber- 
cular cases, pellegra cases, typhoid, diphtheria, 
etc., were prevented, that money could have been 
used on acute cases, on early cases, research and 
equipment. 


When the hospital has to spend a large propor- 
tion of its funds on preventable cases I have no 
hesitancy in stepping over to the public health 
field. If an analysis of hospital cases shows that 
the greatest per cent of the available appropria- 
tions is used on preventable diseases, nutrition 
problems and allied conditions, I feel that the 
modern hospital’s duty is to inform the public and 
to try for a better public health department to 
serve their people. 
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Also I feel that the hospital must be awake to 
the health problems of its community and as- 
sist the health department in every possible way 
by cooperating with its programs. 


The health department has various programs 
that are of help to the general hospital and the 
hospital has various means of aiding the health 
department. Advantages to both come from co- 
operation. 


To the hospital there are the following advan- 
tages: 


1 The ability to follow up hospital cases, espe- 
cially pre-natal and post-natal cases, through 
county health nurses. Infections and conta- 
gious disease cases, children, and other cases 
that are of interest to the house staff. 

The ability, through the health nurse and 
physician, to locate cases in need of hospital 
treatment, especially preventive work such as 
tonsil cases, crippled children, etc. 

The ability to follow all infections and con- 
tagious diseases and to follow the cases that 
need special treatment. This applies espe- 
cially to tubercular and syphilitic cases. 
Educational work along adult educational 
lines such as health education, nutrition, 
cleanliness, with the personnel to hold all 
types of educational classes for the poor of 
the community on health hygiene, care of 
the sick, to conduct baby clinics, nutrition 
clinics and other group clinics. 

Help staff to maintain clinics, especially the 
tubercular, venereal, crippled children, pre- 
and post-natal clinics. 

The ability to interpret the family back- 
ground to the hospital medical social worker 
or the hospital business office. 

To help properly maintain a laboratory serv- 
ing the hospital and public health. 
Teaching student nurses from a public health 
standpoint. 

Through the contact with greater numbers 
the public health department is able to in- 
form the people about the hospital problems 
and to increase the gifts and appropriations 
for the institution. The health nurse makes 
various contacts with small and large groups 
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and is able to interpret the hospital to_the 
community on a much larger scale than the 
hospital superintendent. 


There are also marked advantages to the public 
health department that we must be aware of if we 
are to sell the health department on cooperating 
with the hospital. They are as follows: 


1 A place to correct the defects found in chil- 
dren and adults, unable to pay full cost. 

2 A place to diagnose and hospitalize infections 
and contagious disease cases. 

3 An office connected with medicine away from 
the court house, jail or almshouse. Contact 
each day of the health officer with other phy- 
sicians practicing curative medicine. 
Affording the health department a place to 
hold clinics and cut costs by both using the 
same equipment such as x-ray, etc. 
Obtaining equipment and supplies at much 
lower cost through quantity purchases made 
by the hospital. 

Access to hospital records on all these cases 
through a joint record room serving both 
departments using the unit system. 
Common laboratory sharing the hospital lab- 
oratory at a much lower cost than if the 
health department had to maintain one sep- 
arately. 

Supply free consultation through the hospital 
staff to health officer for the free cases. 
Cuts cost to both organizations by avoiding 
duplication in equipment. 


There are various programs of interest to the 
health department and the hospital which should 
be undertaken cooperatively. 


Nutrition Program 


This program should be sponsored by the health 
department cooperating with the hospital, the 
farm demonstration service and the home eco- 
nomic departments of the school. It is of utmost 
value and can be used as follows: 


Establishment of nutrition classes and nutrition 
clinics throughout the country taking the hospital 
and clinic cases which need special training in 
nutrition such as cases of malnutrition. 


Establishment of nutrition clinics in the hos- 
pital clinic building or department where special 
cases can be referred for instruction regarding 
foods. This clinic may be used for diabetic and 
pellegra cases, undernourished children, heart and 
numerous other types of cases. The clinic will 
also inform the patients about foods needed and 
their preparation. 


The nutrition worker can be used as consultant 
in the children’s clinic, pre-natal and post-natal 
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clinics, general medical clinic and other clinics 
where food is part of the treatment of disease. 


The workers can educate the community to the 
value of gardens for fresh vegetables, advantage 
of keeping cows, of canning food, etc., thus giving 
the low income group sufficient foods the entire 
year. 


Such a program should reduce nutritional dis- 
eases which the hospital has to handle either 
among in-patients or among clinic patients. 


Health educational workers should be equipped 
to conduct classes and give lectures in first aid, 
and home care of the sick. They should be able 
to give general lectures on health education, clean- 
liness, sanitation. The workers should be able to 
give lectures on the relation of clothes to accident 
prevention and numerous other health subjects. 


Communicable Disease Control Program 


This program is of interest to the hospital. It 
should assist the health department by the iso- 
lation of all types of infectious and contagious 
diseases. The house staff must be instructed to 
report routinely all infectious and contagious 
cases to the health officer. 


Diphtheria immunization can be given at the 
pediatric clinic. The hospital is in position to talk 
to mothers about stressing the need of child im- 
munization, the advantage of vaccination and the 
value of typhoid vaccine. 


Tuberculosis Control Program 


The tuberculosis control program is related to 
both curative and preventive medicine. The hos- 
pital can furnish x-ray at very low cost for case 
findings. It is able, through its laboratory, to 
help in diagnosis. Through its surgical staff it is 
able to help in the modern treatment of tubercu- 
losis, which to a great extent is operative. 


The hospital has clinic rooms for the tubercu- 
lar clinic. It would certainly be of advantage to 
the intern staff to attend these clinics. 


The health department can help staff these 
clinics and is able to follow all tubercular cases 
and contacts. 


The health department is able to give the stu- 
dent nurse some idea of tuberculosis control and 
the home care of the case. 


The hospital and health department are able 
together to educate the public on tuberculosis 
control and prevention. 


Venereal Disease Program 


This program belongs to both the hospital and 
public health units. The health departments are 
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able to furnish drugs and personnel for the clinics, 
to do follow up work on cases and contacts and 
to put into effect most any type of venereal dis- 
ease control program. The health unit can give 
lectures to students in various schools, and do 
Wassermanns on all employees, food handlers, etc. 


The health department is able to give the stu- 
dent nurses and intern staff instructions on ve- 
nereal disease control work and to follow up all 
positive Wassermanns, report to all employers, 
especially of nurse maids and cooks, and to edu- 
cate the employer to insist upon patients taking 
treatments. 


The hospital is able to furnish clinic space, lab- 
oratory facilities, diagnostic clinics, gonorrheal 
clinics and space for the treatment of advanced 
cases. 


The hospital is also able to furnish equipment 
and personnel for dark field examination for early 
recognition of syphilitic cases. 


Maternal and Child Welfare Program 


One of the most stressed health programs is 
maternal and child welfare. It is one that the 
health department is willing to spend the most 
money putting across. This program is also of 
interest to the general hospital. Both should 
cooperate to the fullest extent for the public good. 
The program usually consists of the following: 


The Pre-Natal Program—The pre-natal clinic 
would be the main part of this program. It should 
be located at the hospital where there are physi- 
cians for consultations, complete equipment, lab- 
oratory and x-ray facilities. The health depart- 
ments are usually able to pay personnel and staff 
clinics and to do all follow up work. The hospital 
should take all abnormal charity cases for deliv- 
ery and in the clinic use the student nurses in 
training. 

Post-Natal Clinic—This clinic should be run as 
in the pre-natal clinic with the cooperation of the 
health department and the hospital. 


Well-Baby Clinics—These clinics are certainly 
as much a hospital problem as a public health 
problem. The sick baby automatically becomes 
a hospital problem so it is to the hospital’s ad- 
vantage to keep that baby well. The hospital 
clinic building is by all means the place for these 
clinics. It has the equipment, laboratory and 
x-ray facilities, the pediatric staff and the nurs- 
ing personnel to conduct such clinics. Immuniza- 
tion against diphtheria is by all means a part of 
this program. 


School Program 


Complete examination of senior high school stu- 
dents, including Wassermanns, urinalysis, hemo- 
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globin are of benefit to the health department by 
teaching the student physical hygiene; to the hos- 
pital by preventing illness; and to the students 
by teaching the advantage of health examination. 
It also teaches students’ family what constitutes 
adequate medical examination. 


Crippled Children’s Clinic 


The program requires the cooperation of both 
agencies, with the health department financing 
the program through the government. The health 
nurse finding the cases convinces the family that 
the work on the child should be done. She takes 
them to the hospital clinics and the general hos- 
pital, where the child can be operated on and 
have the corrections made. The health depart- 
ment follows the case after it leaves the hospital 
and sees that it returns to clinics or receives 
proper care at home. 


The hospital social worker is of help in han- 
dling the many medical social problems that arise 
in such a clinic. 


Cancer Control Program 


Recently this has become a health department 
function in some states and hospital cooperation 
should be given readily. Nothing is so hopeless 
or uses up hospital funds to such an extent as ad- 
vanced cancer cases. 


The health department, through the state, 
finances hospital beds through patients’ fund 
cases, and follows these cases after they are 
treated. The hospital furnishes clinic space, med- 
ical staff, hospitalization at cost and deep therapy 
x-ray at cost. 


Dental Clinic 


This is by all means a joint clinic. The health 
department usually furnishes the dentist. The 
hospital furnishes the clinic space, equipment and 
nursing service. Part time of the dentist is given 
to adult attending patients where their teeth are 
the cause of their disease. The rest of his time 
is given to children in preventive and educational 
work along dental lines. 


Many communities cannot afford all these pro- 
grams, due to lack of funds. Many communities 
could have better health programs if the hospital 
superintendent had a broader view of the hospital 
field, one that covers all types of work with an 
interest in every phase of preventive medicine, as 
well as the immediate work of treating sick people 
and taking care of charity patients brought into 
his hospital. All monies spent on prevention of 
disease cuts the amount spent on hospitalization 
of charity cases. Funds now appropriated for 
charity cases can be used for a much broader 
program. 
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Scenes at the Toronto Convention 


A Group of Delegates from the South 


Grouping the Hospital Colors 


Left to Right: Bachmeyer, O’Hanlon, Bishop, and Matthews A Group of Sisters at the Convention 
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New Jersey Reviews Its General Hospital Program 


EMIL FRANKEL 


hospitals are an important link in the chain 

of health and welfare institutions indis- 
pensable to the well-being of the people of the 
state. This view has found renewed emphasis 
in a study just concluded by the Committee on 
Hospital Facilities of the Governor’s Conference 
on Health and Welfare. The conference was 
called into being by Governor A. Harry Moore in 
the spring of 1939 to “recapitulate” the findings of 
the Federal Interdepartmental Committee to Co- 
ordinate Health and Welfare Activities, “so that 
we will have them fresh in our minds as we dis- 
cuss similar welfare measures applying specific- 
ally to the state of New Jersey.” 


N= JERSEY has long recognized that its 


The Governor’s Conference on Health and Wel- . 


fare was under the general chairmanship of Dr. 
Robert C. Clothier, President of Rutgers Univer- 
sity, and on its Executive Committee were Dr. 
William J. Ellis, Commissioner of the Department 
of Institutions and Agencies; Dr. William J. Car- 
rington, past President of the Medical Society of 
New Jersey; Dr. George O’Hanlon, Medical Di- 
rector of the Jersey City Medical Center; Dr. J. 
Lynn Mahaffey, Director of the State Department 
of Health; Dr. Charles P. Messick, Chief Exam- 
iner and Secretary of the State Civil Service Com- 
mission; Dr. Charles H. Elliott, Commissioner of 
the State Department of Education; John J. 
Toohey, Commissioner of the State Department 
of Labor and Director of the State Rehabilitation 
Commission; David H. Agans, Master of the New 
Jersey State Grange; Louis Marciante, President 
of the New Jersey State Federation of Labor; 
William H. MacDonald, Chief of the Bureau of 
Local Health Administration; and Dr. Joseph H. 
Kler, Department of Student Health, Rutgers 
University, who acted as chairman of the Execu- 
tive Committee. 


The Committee on Hospital Facilities was 
headed by Dr. Edward Guion, Medical Director 
and Superintendent of the Atlantic County Hos- 
pital for Mental Diseases, Northfield, and included 
Mrs. Patrick Henry Adams, Vice-President of the 
New Jersey State Federation of Women’s Clubs; 
Emil Frankel, Director of the Division of Statis- 
tics and Research of the Department of Institu- 
tions and Agencies; Rev. Ralph J. Glover, Execu- 
tive Director, Associated Catholic Charities; 
Edgar C. Hayhow, Superintendent of the Pater- 
son General Hospital; Fred W. Heffinger, Super- 
intendent of Mercer Hospital and Executive Sec- 
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retary of the New Jersey Hospital Association ; 
Dr. Joseph H. Kler, Department of Student 
Health, Rutgers University; Dr. Thomas K. 
Lewis, member of the Committee on Hospital Re- 
lationships of the Medical Society of New Jersey ; 
Jessie M. Murdoch, President of the State 
Board of Examiners of Nurses and Director of 
the School of Nursing of the Jersey City Medical 
Center; Dr. B. S. Pollak, Medical Director of the 
Hudson County Tuberculosis Hospital; Dr. Ed- 
ward J. Pendergast, Jersey City; Dr. Joseph E. 
Raycroft, Medical Consultant of the Department 
of Institutions and Agencies; Dr. Henry C. Sharp, 
Chief Medical Officer of the Veterans’ Administra- 
tion, and Edward J. Slater, Secretary of the 
Essex Trades Council. 


In bringing together the information to give a 
rounded picture of the general hospital work in 
New Jersey, the committee has utilized the serv- 
ices of the Division of Statistics and Research of 
the New Jersey Department of Institutions and 
Agencies made available by Dr. William J. Ellis, 
Commissioner of the Department. Ready cooper- 
ation was extended by the New Jersey Hospital 
Association, the Newark Diocesan Hospital Coun- 
cil, the Hospital Council of Essex County, and 
the Medical Society of New Jersey in making the 
survey. 


Summary of Hospital Facilities 


The survey of hospital facilities revealed that 
there are at the present time 40,988 hospital beds 
available in New Jersey, divided into main group- 
ings as follows: 


Type of hospital Number of beds 
General and special hospitals................... 16,022 
Voluntary (non-profit) 
Governmental (city and county) 
Proprietary 
Isolation hospitals (public) 
Nursing homes (proprietary) 
Convalescent homes 
(public, charitable and proprietary) 
Tuberculosis sanatoria 
(state, county, city and proprietary) 
Mental disease hospitals 
(state, county, and proprietary) 
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According to returns of 1938, there were in 
New Jersey over one hundred general and special 
hospitals which met the registration requirements 
of the American Medical Association. 


The 13,689 beds and 2,333 bassinets available 
in the 135 general and special hospitals in New 
Jersey at the present time are divided as to type 
of control as follows: 

Number of Bed Capacity 
hospitals Total Beds Bassinets 
Total General and Special 
Hospitals 
Voluntary (non-profit). 77 


16,022 13,689 2,333 


11,931 10,163 1,768 
Orthopaedic 196 Be aeceie 
Children’s 60 60 
Eye, Ear, Nose and 

69 69 
Governmental (city and 
county) 
General 2,121 
Maternity 250 
Proprietary 
General é 717 629 88 
Eye, Ear, Nose and 
Throat 12 1 ee 
Maternity 359 189 170 
Fifteen hospitals or Special Pavilions operated 
in conjunction with general hospitals are main- 
tained for the care and treatment of contagious 
diseases. These special institutions have a bed 
capacity of 1,539. Three are county institutions, 
eight are city hospitals, two of which are used 
only in emergencies; four are isolation pavilions 
in connection with general hospitals. Special hos- 
pital facilities of this type, while available in or 
near large cities, are very inaccessible to many 
smaller communities, particularly in the southern 
part of the state. 


Special Facilities for Ex-Service Men 


New Jersey ex-service men suffering from men- 
tal diseases are hospitalized in the hospital at 
Lyons, New Jersey; those suffering from tuber- 
culosis in the hospital at Castle Point, New York. 
These hospitals are maintained by the Federal 
Veterans Administration. Those in need of gen- 
eral hospitalization are sent to a general hospital 
—one in New York City and one in Philadelphia— 
where services are available for New Jersey ex- 
service men. In 1937 there were 234 ex-service 
patients admitted to the mental hospital, 110 ad- 
mitted to the tuberculosis hospital, and 875 
admitted to the general hospitals. 


In addition to this in-patient hospital service 
for ex-service men, 3,937 out-patient treatments 
were rendered to 2,073 New Jersey veterans. 
Three thousand five hundred and eighty (3,580) 
treatments by private physicians were also au- 
thorized to 1,620 New Jersey veterans. 
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Size of Voluntary and Governmental General 
and Special Hospitals 


The size of the individual eighty-three volun- 
tary and governmental hospitals in New Jersey 
varies from twenty-eight to nine hundred beds. 


—Number— —Per Cent— 
Hospitals Beds Hospitals Beds 
14,934 100.0 100.0 
500 15.7 
50 to 1,286 21.7 
100 to 199 beds 2,926 25.3 
200 to 299 beds 4,642 22.9 
1,678 6.0 
400 to 1,762 4.8 
500 to 2,140 3.6 


Size of Hospital 


Admissions to All Hospital Facilities 


The utilization of all the available hospital fa- 
cilities in New Jersey, as measured by the annual 
admissions, was shown to be: 

Admissions 

Type of Hospital Number Beds (1937) 
Total 40,988 336,374 

General and special hospitals* 135 16,022 309,286 

Isolation hospitals 1,519 7,387 

Nursing homes 864 1,754 

Convalescent homes 1,369 9,326 

Tuberculosis sanatoria 4,296 3,692 

Mental disease hospitals 16,918 4,929 


*Including voluntary, governmental, and proprietary. 


Private, Semi-Private, and Ward Patients in 
General Hospitals 


The eighty-three general hospitals in New Jer- 
sey rendered the following services in 1937, di- 
vided as to private and semi-private patients and 
as to ward patients: 

Number 

Private 
and semi- 

private Ward 


Patients and 
patient days 
(83 hospitals) Total 
Patients admitted 292,000 112,000 180,000 
Patients treated 306,000 116,000 190,000 
Patient days 3,725,000 1,185,000 2,540,000 
Per cent————_—_——_ 
Patients admitted 38.7 61.3 
Patients treated 38.1 61.9 
Patient days 100.0 31.8 68.2 


Bed Occupancy Rates 


The rates of bed occupancy of the private and 
semi-private and of ward facilities of the eighty- 
three general hospitals in 1937 were as follows: 

Per cent 
Number Patient of bed 


of beds days occupancy 
3,725,000 68.3 


Type of patients 
Total patients 
Private and semi-private 
patients 
Ward patients 


1,185,000 60.9 
2,540,000 72.5 


Administrative experience in general hospitals 
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has demonstrated that efficient and adequate pro- 
vision for community requirements cannot be car- 
ried on with an average annual bed occupancy of 
more than seventy-five per cent to eighty per cent. 
This is in large part due to the fact that the gen- 
eral hospital must provide segregated depart- 
ments for various age and therapeutic classifica- 
tions, i.e., separate wards for men and women; 
for surgical, medical, obstetric and pediatric 
cases; for isolation of communicable and infec- 
tious conditions, and for patients in disturbed or 
critical condition. 


There is also the obvious necessity of providing 
for the peak loads which occur at unpredictable 
periods during the year. This is well illustrated 
by the range in patient loads from the lowest to 
the highest number of patients in the hospitals 
in the year 1937, as ascertained for fifty-four hos- 
pitals. These hospitals, with a capacity of 10,161 
beds, had as low a number as 4,997 patients in 
the hospitals on one day in the year, while the 
peak patient load numbered 8,507. Thus, the bed 
occupancy rate was forty-nine per cent, based on 
the low number and eighty-four per cent based 
on the peak load. 


The necessity of the hospital to provide for the 
patient peak load may be expressed in another 
way by stating that the peak load number of 
8,507 patients prevailing at one point in the year 
is seventy per cent greater than the low patient 
number at the other point. 


The vast difference in minimum load and peak 
load is aggravated by the previously mentioned 
segregation requirements. For example, a gen- 
eral hospital may, even at a time when its total 
occupancy is considerably below its total capacity, 
be very much overcrowded in certain of its de- 
partments with patients who cannot properly be 
cared for in other locations. 


The occupancy of beds for adults, children, and 
for obstetrical care in twenty-one hospitals with 
a total bed capacity of 6,355 is shown in the fol- 
lowing table: 


Number In-patient Per cent of 
of beds days occupancy 
1,703,001 
1,157,713 
167,441 
377,847 
194,944 
182,903 


Mothers 
Babies 


Medical Type of In-Patient Care Rendered 


On the basis of information filed with the New 
Jersey State Board of Examiners of Nurses, and 
covering thirty-five general hospitals, an idea of 
the different types of medical services rendered 
during 1937 may be gleaned. 
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Admissions Patient days 
209,377 2,464,403 
126,805 1,644,332 
Medical 34,462 511,747 
Surgical 70,123 920,101 
Eye, ear, nose, and throat... 17,131 119,781 
Special 5,089 92,703 

Children 26,836 243,340 
Medical 6,933 107,464 
Surgical 8,210 92,382 
Eye, ear, nose, and throat... 11,693 43,494 

Obstetrics 576,731 
Mothers 297,629 
Babies 279,102 


Medical type of service 


Chronic In-Patients in General Hospitals 


There are as yet few institutions in New Jer- 
sey which recognize care of the chronically ill as 
their special function and adjust their program 
and facilities in this work. General hospitals are, 
with rare exception, perfectly willing to admit 
for treatment patients suffering from acute ex- 
acerbation of chronic disease, but consider that 
their obligation does not extend beyond the point 
when active treatment has ceased to be notice- 
ably helpful in the improvement of the underly- 
ing lesion. They are reluctant to admit patients 
whose chronic disease has passed the acute stage. 


Returns from thirty-eight hospitals show that 
on the day of a recent census there were 373 
chronic patients in the hospitals, representing 
seven per cent of the total patient load on that 
day. 


An inquiry as to the difficulty or ease of plac- 
ing chronic ‘patients brought the following an- 
swers from fifty hospitals: 


Often 42 per cent 
Occasionally 38 per cent 
Seldom 20 per cent 


As expressed by hospital administrators, it is 
apparently quite difficult to find appropriate ac- 
commodations and care for chronic patients suf- 
fering from the following diseases: 


Heart disease 

Arteriosclerosis 

Carcinoma 

Cerebral hemorrhage and other paralyses 
Arthritis and rheumatism 

Diseases of bones 


There is a growing recognition of the need for 
institutions especially equipped for the chronically 
ill. The Hudson County Hospital at Secaucus and 
the Camden County Hospital at Grenloch, with a 
combined bed capacity of 442, are mainly for 
chronic patients. Some welfare houses (Bergen, 
Monmouth, and Passaic Counties, and Trenton 
Municipal Colony) are outstanding for the nurs- 
ing care they provide for the chronic patient. 
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Average Days of Patient Stay 


The average days of hospital stay of in-patients 
in 1937 were 11.7 days for all patients, 10.2 days 
for private and semi-private patients, and 13 days 
for ward patients. 


Out-Patient Services in General Hospitals 


It has long been the practice for the New Jer- 
sey general hospitals to utilize the out-patient 
clinics as an effective device to meet the needs of 
the sick poor who are able to come to some fixed 
point. Through the cooperation and generosity of 
the medical professions the clinics have been able 
to bring together well-equipped specialists repre- 
senting the different branches of medicine utiliz- 
ing to the fullest the available diagnostic and 
therapeutic facilities. 


The extent of the out-patient services rendered 
during 1937 in the eighty-three general hospitals 
may be measured by the following figures: 


Number of out-patient admissions.. 500,000 
Number of out-patient visits....... 1,500,000 


Through a special survey an attempt has been 
made to ascertain the number of visits to the 
various specialties in the out-patient departments 
of the hospitals in New Jersey. The following 


figures are based upon forty-six hospitals report- 
ing organized out-patient departments, and cover 
the activities of a typical week in April, 1939: 


Number of 
Out-patient department visits 


Medical 

Surgical 

Eye, ear, nose, and throat 
Pediatric 

Maternity 


The distribution of the out-patient visits to 
forty-six general hospitals in the different days 
of a typical week in April, 1939, was as follows: 


Sunday 
Monday 
Tuesday 
Wednesday 
Thursday 
Friday 
Saturday 


Accidents Treated in General Hospitals’ 
Out-Patient Departments 


It is estimated that more than 200,000 indus- 
trial, non-industrial, and traffic accident cases 
were treated in the out-patient departments of 
general hospitals in New Jersey in 1937. 


The accident load of a typical week in April, 
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1939, for thirty-three general hospitals was dis- 
tributed over the different days in the following 
manner: 

Number 


accident 
cases treated 


Tuesday 
Wednesday 
Thursday 
Friday 
Saturday 


General Hospital Costs 


It has been estimated that the total current 
operating expenditures of eighty-three voluntary 
and governmental general hospitals amounted to 
$18,350,000 in 1937, with receipts from patients 
amounting to $10,265,000, equal to fifty-six per 
cent of the operating expenditures. 


For the seventy-seven voluntary hospitals (ex- 
clusive of governmental hospitals) the current 
operating expenditures amounted to $14,500,000 
and the receipts from patients to $9,774,000, the 
latter representing sixty-seven per cent of the 
operating expenditures. This deficit, amounting 
to $4,726,000 (thirty-three per cent of the total 
expenditures), had to be made up from tax funds, 
chests and private charity contributions, and in- 
come from endowments. 


The main sources of hospital income of the 
seventy-seven voluntary hospitals (excluding gov- 
ernmental hospitals) for 1937 have been estimated 
to be as follows: 


Amount Per cent 
$14,500,000 100.0 
9,774,000 67.4 


Source of income 


Patients 

Incidental services not directly to 
WRUIOWES oisis bh oa 5 04s Re ON 

Voluntary contributions (community 
chests, donations, etc.).......... 1,825,000 

Tax funds (counties and munici- 
palities) 

Income from endowments, invested 
funds, ete 


435,000 


1,741,000 
725,000 5.0 


The receipts from patients amounted to sixty- 
nine per cent of the current operating expendi- 
tures of the thirty-nine hospitals in 1937. Or, 
expressing it in other terms, the hospital deficit 
was thirty-one per cent, to be made up by incomes 
from contributions from governmental bodies and 
philanthropic agencies, and income from endow- 
ments. 


It may be assumed that the wide adoption of 
Hospital Care Insurance in the State of New 
Jersey has benefited general hospitals by provid- 
ing assured payment of hospital charges by per- 
sons so protected, and that a considerable num- 
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ber of subscribers have been advanced from the 
uncertain ward patient border line to the full pay 
semi-private status. On the other hand it is gen- 
erally conceded that present annual cost to the 
subscriber permits only a very small proportion 
of the medically indigent population to move up 
to the full pay hospital classification. 


Average Daily Per Capita Costs 


The average daily per capita cost was $4.88 for 
fifty-nine hospitals furnishing figures in 1937. 


Fifty-nine hospitals reported daily per capita 
costs in 1937 distributed as follows: 


Number of hospitals reporting 


Cost per capita per day Non- City 
(59 hospitals) governmental and County 

Wie Or a oc bev Sida ccn a 1 
SO tor SOO. hohe dieccs ee sews 3 t 
CO Ot SO i6s bs ae ciee® s 27 Fas 
$0.00 (o> $5007 os od Sue caees ae 15 2 
SG.00 te SG0G eee i i es 7 

SOO 16 STG 6 in oie Berdie’s 2 

SOMO 16 GEOR cece orewislerentiets 1 


Free Hospital In-Patient Days 


On the basis of the deficit in current operating 
expenditures in voluntary hospitals and on the 
basis of the total current operating expenditures 
of governmental hospitals (practically all of 
whose services are free) the number of free in- 
patient hospital days have been calculated. In 
doing so an average daily cost of $4.50 for ward 
care in voluntary hospitals has been assumed, and 
this figure divided into the expenditures for hos- 
pital care which remained unpaid for directly by 
the patients. 

Number Operating Equivalent 


of deficit* free in- 

hospitals (1937) patient days 
All general hospitals.. 83 $8,085,000 1,800,000 
VoOWntery” ..63 es 77 4,726,000 1,054,000 
Governmental ...... 6 3,359,000 746,000 





*Difference between total expenditures and amounts 
paid by patients. 


County Aid to General Hospitals 


The law provides that the county boards of 
chosen freeholders may make an appropriation up 
to $250,000 each year for “the purpose of support- 
ing and maintaining such patients as may be sent 
to any hospital or hospitals supported by private 
charity and located in the county or in an adjoin- 
ing county.” The law also provides that a city 
having no city owned hospital may appropriate 
$30,000 annually for the support of indigent 
patients. In 1937, sixty-seven hospitals received 
county aid amounting to $1,481,579 an equivalent 
of a little over thirty-four cents per inhabitant of 
the State. 
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Hospital Costs Related to General Population 


The current operating expenditures of New Jer- 
sey general hospitals amounted to $4.12 per in- 
habitant in 1937, patient receipts to $2.31 per 
inhabitant, and the hospital deficit to $1.81 per 
inhabitant. 


There are considerable variations in the differ- 
ent counties in the hospitals costs, receipts and 
deficits as related to the general population of the 
respective counties. 


Utilization of Voluntary and Governmental 
General and Special Hospital Facilities 


In. 1937 there were sixty-seven in-patient ad- 
missions for each 1,000 of the general population 
in New Jersey, and 859 hospital patient days were 
rendered for each 1,000 inhabitants. 


Hospitals and the Medical Profession 


With the advances in medicine, modern hospital 
facilities have been used in increasing measure by 
physicians and patients for accurate diagnosis and 
proper care. The physicians in New Jersey, as 
elsewhere, veritably have come to regard the hos- 
pital as the “doctor’s workshop.” The medical 
profession and the hospitals are steadily becoming 
more dependent upon each other. With the 
greater utilization of laboratory medicine in diag- 
nosis and with the necessity for elaborate facili- 
ties and other procedures, the hospital has come 
to occupy the center position in modern medical 
care. 


As expressed in a recent bulletin on “Hospital 
Relationships” issued by the Medical Society of 
New Jersey “there is an increasing realization 
that the privilege to practice in a hospital implies 
a very definite responsibility—a responsibility to 
do one’s part to uphold the reputation of the in- 
stitution, and, by implication, that of the medical 
staff as a whole; to cooperate with one’s colleagues 
and with the administration in furthering the 
work of the hospital; to cooperate in the teaching 
of interns and nurses; to promote staff organiza- 
tion and welfare; and to assume one’s share of the 
indigent work of the institution.” 


Considerations in Developing a General 
Hospital Program 


The picture of the general hospital situation in 
a State like New Jersey, small in size, the remotest 
corner easily accessible by excellent roads, is diffi- 
cult to compare with the picture of the general 
hospital situation rendered by the Interdepart- 
mental Committee to Coordinate Health and Wel- 
fare Activities for the United States as a whole. 


From our knowledge of the population distribu- 
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tion and concentration in the State and of the geo- 
graphic location of the general hospitals it is evi- 
dent that there is no point of human habitation in 
New Jersey at a distance greater than thirty 
miles from a general hospital serving such areas 
and that the only section more than twenty-five 
miles from a general hospital is a small and 
sparsely populated area in Burlington and Ocean 
Counties. 


Even though two of the twenty-one counties are 
without general voluntary hospitals, such hos- 
pitals in nearby counties are easily available and 
utilized. 


The ratio of total beds available per 1,000 popu- 
lation in New Jersey compares favorably with the 
figures cited in the National Survey. Large city- 
counties like Essex and Hudson show ratios of 
4.72 and 4.78 beds per 1,000 population respec- 
tively ; while other larger counties such as Passaic, 
Mercer, Union, etc., show bed ratios of 3.5 to 4.5. 


There are to be noted some differences in the 
ratios of beds to the general population in the 
different counties. It is not to be inferred from 
this that a comparatively low ratio necessarily 
implies lack of hospital facilities. Experience has 
shown that no one county is a self-contained unit 
of population and that there is extensive use, by 
persons living in one county, of hospitals in an- 
other. Furthermore, because of the nearness of 
certain counties of New Jersey to New York City 
and Philadelphia, considerable sections of the New 
Jersey population avail themselves of the hospital 
facilities in these large population centers. 


In the light of the distribution and accessibility 
of general hospital facilities in New Jersey, it may 
be said that the necessary hospital services are 
readily available to the large majority of the popu- 
lation of New Jersey; and that people of low in- 
come are able to obtain, without much difficulty, 
hospital services of approved quality. 


At the present time out-patient departments 
have been organized in the large majority of the 


New Jersey general hospitals and accordingly 
afford a ready means of medical care for the low 
income group of the State. 


There are indications that in some areas in the 
State there is a need for further development of a 
general hospital program. It is recommended that 
local studies be made in cooperation with the local 
medical societies and health and welfare agencies 
to determine the extent and type of hospital facili- 
ties to be provided. In such studies consideration 
should be given to existing transporation facilities, 
existing arrangements for making hospital care 
accessible to persons living at a distance or beyond 
county or civil division lines, and local ability to 
maintain hospitals and provide complete staffs of 
capable physicians for any new hospitals which 
may be recommended. 


In this connection the Committee strongly en- 
dorses the viewpoint of the representative hospital 
associations*—“that there be no (Federal) aid in 
extension of hospital facilities until such are 
found clearly necessary through competent sur- 
veys, surveys which establish not only the need, 
but also the feasibility of proper staffing of such 
hospitals and that suitable voluntary facilities are 
not duplicated.” 


And, “that in making the survey not only pro- 
fessional competence of the surveyors be con- 
sidered but also the necessity of adequate repre- 
sentation of the parties at interest in formulating 
the recommendations based upon a survey... . 
it certainly seems to be the part of wisdom to 
authorize the expenditure of public funds only 
when the need for which they are to be expended 
has been frankly ascertained and when the mul- 
tiplication of facilities does not operate against 
the continued employment of facilities already 
created.” 

*The Case of the Hospitals in Relation to the National Health 
Program. Presented by The Joint Advisory Committee of the 
American Hospital Association, Catholic Hospital Association of 
the United States and Canada, American Protestant Hospital 
Association at the hearing before The Sub-Committee of the 
Senate Committee on Education and Labor—June 1, 1939. Pub- 


lished by the American Hospital Association, 18 East Division 
Street, Chicago, Illinois, 1939. 





A Valuable Hospital Text 


A work that should be of great interest and of 
increasing value to the hospital field is “Hospital 
Public Relations,” by Alden B. Mills, editor of 
Modern Hospital. 

This is a work of 384 pages with sixteen full- 
page illustrations. This book is published by the 
Physicians’ Record Company of Chicago. 

The author is well known by the hospital field, 
widely experienced in the field of public relations, 
and has written an excellent text on this subject. 
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It is a volume that should be in the library of 
every hospital administrator. The work is just 
off the press, and was shown for the first time at 
the Toronto Convention. 


The Massachusetts General Hospital 

The Massachusetts General Hospital, Boston, 
will dedicate the new George Robert White Build- 
ing on October 16, 1939. This day is the ninety- 
third anniversary of Ether Day, which is annually 
celebrated by the Massachusetts General Hospital. 
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The Common Ground 


WILL ROSS 


American Hospital Association has invited 

a representative of the exhibitors to ap- 
pear somewhere on its program, just as in turn 
the exhibitors have invited a representative from 
the American Hospital Association to appear at 
their annual meeting, which is customarily held 
during the week that the American Hospital 
Association convention is in session. This ex- 
change of courtesies is not expected to develop 
anything very weighty or serious on either side. 
It is somewhat reminiscent of the man who was 
being considered for the position of vice-president 
of a corporation. Asked if he knew what the 
duties of a vice-president were, he replied: 
“Certainly I do—the principal duty of the vice- 
president is to inquire as to the health of the 
president.” 


A T VARIOUS times over the years the 


Now that answer makes sense, for there is no 
single thing more important one may wish another 
than good health, and I can think of no place 
more appropriate to wish it than in a meeting 
where are assembled those who are in the business 
of providing restored health to others. Certainly 
they deserve a large measure of it for themselves. 
But while it is my desire and intention to take 
care of the felicities appropriate to such an occa- 
sion as this, I have some other things to say too. 
I shall not pretend that they are either very new 
or important, but I do believe that they are things 
which are worth saying and thinking about at 
least once a year. 


Factors Which Influenced the Organization of the 
Hospital Industries’ Association 


The Hospital Industries’ Association was known 
until the past year as the Hospital Exhibitors’ 
Association. It represents not all but the great 
majority of the firms which exhibit regularly at 
the American Hospital, the Catholic Hospital, and 
the many State Association conventions. There 
are, in addition, exhibits at this convention pre- 
pared by substantial firms who, because their 
business is local, do not exhibit regularly at the 
conventions and are not, as a result, members of 
our Association. 


The Hospital Exhibitors’ Association was con- 
ceived in self-interest about fifteen years ago. 
Certain unreasonable practices of the convention 
managements of that early day could not be 


Paper presented at the Toronto Convention of the American 
Hospital Association, Business Management Section. 


October, 1939 


The Author 
@ Will Ross is a prominent philanthropist 
of Milwaukee, Wisconsin, and a business 
man well-known to the hospital field. 





settled by individual action, and concerted effort 
was also needed to abolish objectionable practices 
on the part of some of the exhibitors themselves. 
Exhibitors in both the first and last analysis are 
salesmen. It is their business to sell and they 


make no apologies for that fact. Sometimes their 


enthusiasm has a tendency to run away with their 
judgment, so that the exhibit halls of the earlier 
conventions at times took on the semblance of a 
wrestling match. Hospital administrators, inured 
as they must be to a certain amount of high pres- 
sure, rebelled—and properly—at some of the 
gauntlets they had to run. In turn, the exhibitors 
as a group recognized that if the commercial ex- 
hibits were to be accepted as a useful feature of 
the conventions, those objectionable practices 
must be eliminated. Out of these factors grew 
the Hospital Exhibitors’ Association. 


Its objectives have been satisfactorily achieved 
so that today the relationships between the vari- 
ous hospital associations and exhibitors are har- 
monious and mutually satisfactory; and in turn 
the delegate may visit the commercial exhibits 
without being improperly pressed to buy, and with 
every opportunity afforded to study comfortably 
both the new and seasoned developments in the 
field of hospital equipment, food products and 
supplies. 


So it is my pleasure and privilege, on behalf of 
the 700 or 800 men and women who are in your 
commercial exhibit, representing the industries 
which serve you, to invite you to visit them and 
their exhibits. These are the men and women who 
are frequent visitors at your institutions. For the 
moment the tables are turned and they ask you 
to visit them. You will be well repaid, for it is 
a tremendous show, and no one can afford to miss 
it who makes any pretense of keeping up with 
the advances in hospital equipment and supplies. 
In turn, the Hospital Industries’ Association and 
its members are proud and happy to be welcomed 
into your convention and made an integral part 
of your affairs. The privilege of exhibiting is an 
endorsement on the part of your Association 
which is worth your consideration. The Ameri- 
can Hospital Association recognizes its responsi- 
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bility to its delegates and is concerned about the 
integrity of the firms it permits to exhibit at its 
show. We bid you weleome! 


A Better Understanding Is Needed of the 
Relationship Between the Hospital Buyer 
and Industries 


The change in name of the Hospital Exhibitors’ 
Association to the Hospital Industries’ Associa- 
tion is significant. It is an expression of a purpose 
on the part of the industries which serve your 
field to make their Association something besides 
an exhibits’ policing organization, and to bring 
you a clearer picture of the functions of the indus- 
tries which serve you. Propaganda, if you please, 
but of the friendliest sort and in your interest 
quite as much as in our own. We need a better 
understanding of the relationships which exist 
between us and the importance of one to the 
other. 


The hospital field has problems peculiarly its 
own. It is sometimes compared mistakenly I 
think, with the hotel field. The comparisons are 
remote. It is frequently charged that it does not 
apply the ordinary rules of good business to its 
affairs. Of course it does not, because the rules 
which may be good for ordinary business will not 
fit in many places when applied to the hospital. 
It is well for the hospitals to recognize that the 
conditions which make peculiar problems for them 
make equally peculiar problems for the industries 
which serve hospitals. These problems run 
through the whole fabric of production, distribu- 
tion, financing and collecting. These problems will 
be more surely solved if we have a common ground 
of understanding. 


I do not particularly like the word relationship 
in discussing the meeting ground between a buyer 
and a seller. Almost all of you are either buyers 
or representatives of hospitals which are buyers. 
It is your business to buy with just one thought in 
mind—the best interest of your institutions. 


We, the sellers, have a split interest. We want 
to satisfy your wishes, or, at least, we have to, 
whether we want to or not; but in addition to 
that we must make a profit for ourselves or we 
cease to exist. So the age-old struggle of the 
buyer and the seller is to compose the desire of 
the one to buy his necessities for the least money, 
and the need of the other to make a profit—and 
never the twain can fully meet. 


I have little patience with the hospital adminis- 
trator who begrudges the time given to the buy- 
ing problems of his or her institution and either 
refuses to see salesmen or regrets the time given 
to them. There are too many such persons. Per- 
haps they forget that no hospital could exist for 
longer than a day or so without adequate sources 
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of supply. You can not escape some source of 
supply. It is only in the selection of which 
sources you prefer that you have any freedom of 
choice. To make this selection and to see that 
your choices continue to be your best sources re- 
quires time and thoughtful attention which, no 
matter how much you may begrudge it, you can 
not afford to dodge. The smooth operation of 
your hospital and the improvements in its tech- 
nique depend quite as much or more on proper 
selection of sources of supply as on any other one 
thing. 
Industrial Research 


Then there is the matter of research. Few 
people have any idea as to the enormous sums of 
money being spent on research and the extent to 
which industry, government and our educational 
systems are working to bring “out of the blue” 
new developments which will shape the course of 
mankind. It has been estimated that there are 
over 300,000 experts in research throughout the 
world. These men live in the future, with little 
interest in the past or present. In the United 
States alone it is estimated that approximately 
three-quarters of a million dollars a day goes into 
research. For what purpose? To make your 
lives and your jobs increasingly interesting, 
happy, and useful. 


The hospital field and its industries can claim 
only a small segment of that research program, 
but competent estimates gathered from nearly 100 
firms having membership in the Hospital Indus- 
tries’ Association indicates that these firms spend 
approximately one million dollars a year in re- 
search. This money can and would be kept within 
the profits of these businesses if they had no 
greater interest in you and your affairs than sim- 
ply selling you your current needs. We are some- 
thing besides peddlers of merchandise. We are 
industries which, through commercial develop- 
ments, have made great contributions to the field 
of medicine and hospital practice. It took a 
Roentgen to conceive of the x-ray, but it took 
practical men of business, working hand in hand 
with their professional brethren, ready to gamble 
vast sums of money against an idea, to bring the 
x-ray to its present high state of development. 
Having reached this present high stage are they— 
or should they—be content to leave well enough 
alone? Certainly not! Hundreds of men will con- 
tinue to add a bit here and a bit there, or seek 
fundamental improvements, to the end that the 
x-ray you work with tomorrow will be a more . 
sensitive instrument than the x-ray of today. 


And so on from the humble safety pin which 
fastens the diaper of the new born to the mor- 
tuary basket in which the earthly remains seek 
their final exit, through the whole vast maze of 
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simple or highly technical things which modern 
practice demands, the commercial man goes hand 
in hand with the professional worker in preparing 
the things which make the modern efficient hos- 
pital organization. 


Trademarks 


It seems to me that there is ample evidence to 
show that the responsible industries in the hos- 
pital field are demonstrating a willingness to think 
beyond the question of immediate profit. One can 
be as proud of a business as of a hospital and as 
jealous of its integrity. Every purveyor of hos- 
pital merchandise is familiar with the hospital 
administrator who states that he is not interested 
in trademarks, but only in price. What is a trade- 
mark but an evidence of integrity? Integrity in 
product and integrity in dealing. No trademark 
is worth the paper it is printed on until its value 
has been established by you, the buyer. It mat- 
ters little what the maker thinks, it is only im- 
portant what the buyer knows and when long 
experience has taught him that a product has 
integrity, then that trademark is worth some- 
thing, and not until then. 


So when the buyer says he is not interested in 
trademarks, but only in price, it suggests that 
he has no concern for integrity. He is willing to 
gamble his wits against the other fellow’s. He 
says in effect that he can beat the other man at 
his own game. Perhaps he can, but the odds are 
against him, and hospitals have little margin for 
gambling. 

The great majority of hospital administrators 
and buyers, however, recognize that unless the 
intangible quality of confidence is part of every 
sale, they are letting themselves in for trouble. 
Almost all administrators and buyers have mani- 
fold and complex duties of which buying, im- 
portant as it is, is but one. They learn by experi- 
ence that the established trademark lines afford 
the minimum amount of trouble, the maximum 
amount of service, and the fairest dollar values. 


We, in the Hospital Industries’ Association, are 
not men with halos. We claim no more than the 
common run of virtues, if indeed we claim any- 
thing at all. We are industries representing many 
hundreds of years of experience employing many 
thousands of people devoted to manufacturing 
and distributing equipment supplies, and foods in 
qualities most adaptable for hospital purposes. 
And note this important distinction. Our inter- 
ests are primarily, and in many cases entirely, 
devoted to the hospital field. There are plenty 
of businesses interested in the hospital field as 
a side line. Their interest rises and falls with the 
state of general business. Our interest remains 
constant. We are part of the hospital field, and 
we sink or swim with it. We want you to know 
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us better, to understand our problems and to have 
some sympathetic understanding of what we are 
trying to do. 


I have a great respect for the barrier which 
separates you folks who do the buying for hos- 
pitals and we folks who make and distribute the 
merchandise you have to buy. There are funda- 
mental differences between you and us which 
should never be disturbed. Each has his own side 
of the fence and they are good sides. Independ- 
ence is a great asset to both of us, and no ties 
should be sought or encouraged which prevent the 
buyer or the seller decent freedom of action. 


Industries Are Translators and Developers 
of Ideas 


We have, however, a common ground of inter- 
est and cooperation. Much that we know we have 
learned from you because we are translators and 
developers of the ideas which you people originate 
in the course of your daily activities. We, in 
turn, know much which can be useful to you. Our 
first function is to supply you with your needed 
merchandise and we want to do this well. But 
there are other things which we as an organiza- 
tion and as individuals can do for you, if you will 
let us. We men of business suspect that you 
folks in the hospitals are prone to overlook the 
fact that, while the hospital is a great professional 
undertaking, it is also a business institution. You 
may prefer the professional, but you cannot avoid 
the business side. Nor can you avoid the fact that 
you are dealing with a public which chooses to 
think of you in any way that it pleases, which 
ways are sometimes not complimentary. Your 
relationship with the public is a nice mixture of 
emotionalism and crass commercialism. You are 
both the outfit that saved Mamie’s life when all 
had failed, and robbed us blind for Johnny’s care. 
You have been less sensitive to public reactions 
than you should, too indifferent to what it thinks, 
too little disposed to tell your story. Yet, by and 
large, the hospitals have built up a fine store 
house of good will in the public mind and this is 
your best safeguard in the troubled waters 
through which the hospital of the future must 
travel. 


The hospital field needs to draw more fully than 
it does on the sympathetic help and counsel of 
business. Nowhere will it find that response more 
quickly and cordially than from the businesses 
which serve its field. We need your interest and 
you need ours, so while we are at the moment 
concerned with inviting you to visit our show this 
week, to see what the developments of the year 
have brought to you, we want you to think of the 
Hospital Industries’ Association as an organiza- 
tion which has the great will and desire and 
ability to be of greater service to you. 
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Experience with an Allergen-Free Room 
HOWARD OSGOOD, M.D. 


after admission to the hospital, resolves 

itself into two problems: the one is di- 
rected toward the relief of the asthma; the other 
to discover the causative factors underlying the 
asthmatic seizures. Control of the immediate en- 
vironment in the hospital is helpful in both of 
these aspects of hospital care. 


DJ ster sci of an asthmatic patient, 


Because of the difficulty of eliminating exposure 
of the asthmatic patient to common allergens in 
the wards and private rooms of a general hospi- 
tal, a special room in the Buffalo General Hospital 
was equipped in the summer of 1934 to overcome 
this situation, and has been in use ever since. 
Presented here is a description of this room, with 
observations on its maintenance and on the re- 
sults obtained from its use. 


Description 


The room, measuring 1514, feet by 934 feet, 
with ceiling height of 12 feet, is situated on the 
third floor above street level and contains two 
beds. There is a small private lavatory opening 
off the room. There are two windows facing east 
and south, and one window in the lavatory. All 
windows are kept permanently closed. The room 
is entered directly from a main corridor and the 
door is kept closed. The hospital is located near 
the center of the city and is therefore several 
miles from open fields and the Niagara River. 


Equipment and Operation 


The room contains an air-conditioning unit, in 
size approximately 4 feet 6 inches long by 2 feet 
9 inches high, by 1 foot 2 inches deep, manufac- 
tured by the General Electric Company. In this 
unit are incorporated (a) an air-circulating fan 
with one intake vent inside at floor level, a second 
intake vent from outdoors beneath one window 
sash, and outlets with grills at the top of the ma- 
chine, (b) an air-cooling apparatus, (c) an air- 
warming apparatus, and (d) an air humidifier. 


About 90 per cent of the air delivered from the 
machine is recirculated from the room, the re- 
maining 10 per cent being taken in at all times 
from the outside. The intake of fresh air can be 
increased up to approximately 25 per cent by 
means of adamper. The outdoor air, before being 
introduced into the room, passes through a re- 
placeable, thin cotton and gauze filter. 


Cooling is accomplished by passing the air over 
coils, which are cooled by a compressor pump sim- 
ilar to that in an electric refrigerator. Warming 
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is accomplished by passing the air over heated 
coils. Both cooling and warming systems are 
under thermostatic control, but can also be oper- 
ated manually. For additional heating in very 
cold weather and for short periods in between 
seasons, an ordinary manually-controlled radiator 
connected with the general heating system is 
placed under the other window. : 


Moisture for humidification is introduced 
through a perforated, heated metal tube placed 
over the air outlet, and is theoretically under con- 
trol of a humidistat. Because of certain mechan- 
ical difficulties, and the presence in Buffalo water 
of a high calcium content causing crusting, the 
humidification has not been entirely satisfactory. 


Bed frames are of metal, with unpadded, tick- 
ing covered coil springs. The mattresses are of 
specially washed horse hair. The pillows were 
originally filled with kapok, and when covered 
with dust-proof coverings were reasonably dust- 
less. Later two “Allergia” pillows (special sizing- 
free ticking filled with silk noils) were added. 
About a year and a half ago, two pillows of sponge 
rubber (Dunlop) were acquired. These pillows 
have been the most satisfactory of the three 
types. All three types have been in use most of 
the time. 


The bedding permitted in the room consists of 
washable cotton blankets, hospital sheets, and pil- 
low cases. Only washable cotton nightgowns and 
wrappers are allowed. The patients are not per- 
mitted to wear their own street clothing. The 
blankets and linen, when indicated, are specially 
rinsed to free them from all traces of soap and 
chemicals. 


The furniture consists of non-upholstered 
wicker chairs and metal bedside tables with 
drawer and cupboard. There are no rugs or cur- 
tains in the room. 


No flowers, perfumes, dusting powders or cos- 
metics are permitted in the room. Visitors are 
requested not to use face powders, etc., before 
coming to the hospital. Plain talc is used on the 
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patients by the nurses in charge. The following 
directions are posted in the room: 


NO FLOWERS OR PLANTS PERMITTED IN 
ROOM 
NO SCENTED COSMETICS, POWDERS OR 
PERFUMES PERMITTED 
VISITORS PLEASE REFRAIN FROM 
USING SAME FOR SEVERAL HOURS 
BEFORE ENTERING ROOM 
SILK, WOOL, OR STREET CLOTHING 
SHOULD NOT BE WORN IN ROOM 


During the warm months, even on clear, hot 
days, when the sun shines strongly into the room, 
and in spite of the fact that the windows and 
doors are kept closed, the room has been main- 
tained at a comfortable temperature, several de- 
grees below that in the corridor. Stuffiness has 
been prevented by active air circulation. A large 
amount of moisture is condensed out of the air 
on the cooling coils, the quantity varying with 
the prevailing relative humidity in the Buffalo 
area. The quantity has been as much as seven- 
teen liters by measure in twenty-four hours. The 
relative humidity of a given mass of air rises if 
the air is cooled without having moisture removed 


from it. In the allergen-free room, with air tem- , 


perature from four to eight degrees Fahrenheit 
below the corridor temperature, the relative hu- 
midity has been in general below that in the cor- 
ridor, except for short periods. Even when the 


humidity has at times been oppressive in the cor- 
ridor and out-of-doors, the room has been com- 
fortable. Fluctuations of both room temperature 
and relative humidity have been rather wide, par- 
alleling in general the variations out-of-doors and 
in the adjacent corridor. 


Pollen has been removed quite satisfactorily 
from the room air, probably by being trapped on 
the moist cooling coils and carried by the con- 
densed moisture into the drip can. No experi- 
ments with liberated pollen have been tried but a 
series of pollen counts were taken for twenty-two 
days during the ragweed season of 1934. Slides 
were exposed daily for twenty-four hours in the 
allergen-free room, the adjacent corridor and out- 
of-doors. The results of the counts are shown in 
Table I. 


During the cold weather, when the artificial 
heating is in use, the room temperature has been 
held at a comfortable point, with small variation. 
The relative humidity has been consistently above 
that in the adjacent corridor, although it has not 
been maintained at the optimum of 60 per cent 
because the humidifier has been somewhat erratic 
in functioning. 


Graphs are presented in Charts 1 and 2 show- 
ing parallel readings of temperature and relative 
humidity for the room and for the corridor for 
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Table I 
Ragweed Pollen Counts for 1934 

Date Outside 
Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Aug. 

Sept. 

Sept. 

Sept. 

Sept. 

Sept. 

Sept. 

Sept. 


two periods, one during the winter heating season 
and the other during the summer. 


There have been a number of breakdowns in the 
machine. These have been taken care of by the 
hospital engineering staff or serviced by the man- 
ufacturer. The compressor for the cooling system 
was rather noisy for so small a room. It was 
eventually moved out of the room, with pipes lead- 
ing from it into the room to carry the refrigerant 
to the coils. After the unit had been in use for 
about two years, the manufacturer replaced cer- 
tain parts with new and improved mechanisms, 
which gave improved performance. The machine, 
however, requires rather close and constant super- 
vision by the chief engineer of the hospital. 


A certain amount of dust inevitably enters the 
room when the entrance door is opened for in- 
gress and egress. Some dust is also produced by 
the bedding. A certain amount of dust probably 
enters with the partially filtered 10 per cent in- 
crement of outside air. In summer this dust and 
the pollen are trapped in part on the cooling coils. 
In winter the cooling coils are not operating, so 
that dust removal is dependent on the absence of 
dust producing furniture and on the following 
house - cleaning measures which are applied 
throughout the year. 


The room is dusted daily with damp cloths, and 
the floor wiped. At frequent intervals between 
occupancies, the walls, floor, trim and furniture 
are thoroughly washed. The room has been quite 
free of allergenic dusts. It could be rendered 
more so by the use of a more efficient filter for 
the air taken from out-of-doors. This would en- 
tail remodeling the machine to a certain extent. 
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Table II 
Patients and Admissions 
Statistical Data 


Patients admitted to hospital with diagnosis of asthma. 
Excluded from consideration in this report 
Patients considered in this report 
Treated on wards only 
Treated in A-FR* on one or more admissions 
Average age on first admission— 
Ward Group 
A-FR* Group 
Grade of asthma on admission— 
Ward Group 
A-FR Group 


~~ *Allergen-free Room. 

To maintain the room dust and pollen free, the 
windows and doors must necessarily be kept 
closed. In summer, this would make such a small 
room uncomfortably oppressive. It is essential, 
therefore, actively to cool the air as well as to 
circulate it. I believe the use of this room would 
not be practicable without this cooling. 


Selection and Study of Patients 


The period covered in this report is from July, 
1934, to December, 1937. 


All asthma patients admitted to the hospital 
have been given a thorough medical work-up, in- 
cluding indicated laboratory, x-ray and skin tests 
and other special examinations. All patients, 
whether in the allergen-free room or elsewhere in 
the hospital, have been subjected to the usual 
palliative and relief measure, such as the use of 


Admissions on these patients 
Admissions on these patients 
Admissions on these patients 
Admissions on these patients 
Admissions on these patients 
Average duration of asthma on first admission— 
Ward Group T1998: 
A-FR Group 7.9 yrs. 
Severe Moderate Mild 
35% 37% 
25% 19% 


epinephrine by injection or inhalation, ephedrine, 
oxygen, glucose or other intravenous medication, 
expectorants, sedatives, etc., as required. 


The following cases have been excluded from 
consideration in this report, because it was felt 
that several conditions and circumstances inter- 
fered with an estimate of the effect on the asthma 
which a stay in the allergen-free room or in the 
wards produced: deaths in the hospital (obviously 
no relief) ; cases entering with or developing pneu- 
monia; cases having fever on admission which 
lasted more than a few days; cases operated on 
during stay; cases admitted for other major con- 
ditions in which asthma was a secondary diagno- 
sis; infants under one year; primary food allergy ; 
cases discharged in less than seventy-two hours 
or leaving against advice; and cases which evi- 
denced no asthma at all after admission. 
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Room temperature and relative humidity in Allergen-Free room and adjacent corridor; Summer, July 24 to September 5. 
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Allergen-Free Room 
Air conditioning unit at left. Wet and dry bulb hygrome- 
ter on wall. Beds have been moved close together to 
show unit. 


During the period covered, there were admitted 
to the hospital 151 asthma patients, with 310 ad- 
missions. After excluding the above mentioned 
cases, there remain for consideration 95 patients 
with 166 admissions. Of these, 65 patients with 
101 admissions were treated in the wards only. 
The remaining 30 patients with 65 admissions 
were treated in the allergen-free room on one 
or more admissions. In general, patients placed 
in the allergen-free room were suffering on ad- 
mission from a more severe grade of asthma than 
those treated on the wards. (See Table II for 
general statistics.) 


Therapeutic Results in Allergen-Free Room 


The criterion of the effect of a stay in the ward 
or in the allergen-free room has been the prompt- 
ness of relief from asthma. Although this is not 
a scientifically determinable quantity, it has been 
estimated as accurately as possible from several 
factors: subjective relief; objective relief from 
dyspnoea; clearing of cyanosis; clearing of the 
lungs; promptness with which epinephrine or 
other antispasmodic medication has been omitted. 
In. almost all cases results are based on combined 
observations of attending physician, residents, in- 
terns and nurses. 


As experience accumulated, it became evident 
that different types of asthma responded differ- 
ently to a stay in the allergen-free room. The 
patients have, therefore, been divided for pur- 
poses of this report into three broad etiologic 
groups based on the primary or principal cause 
of their asthma as determined after study. These 
groups are designated respectively: inhalant, 
mixed and infective. 


The inhalant cases are those whose asthma has 
been diagnosed by skin tests and observation as 
being primarily due to inhalant substances. 
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The mixed cases are those showing inhalant 
sensitiveness as well as some infective element; 
also a few patients with food allergy combined 
with inhalant or infective factors. 


By infective is meant those patients evidencing 
primarily chronic bronchial disease and often 
chronic sinusitis; also a few cases, chiefly chil- 
dren, having asthma associated with acute respi- 
ratory infection. 


A small fourth group is comprised of miscel- 
laneous patients on whom a definite etiologic diag- 
nosis could not be made. Some of them probably 
had undetected non-allergic conditions which in- 
fluenced their asthma. The results in this last 
group are probably not significant. Division of 
the patients into further sub-groups etiologically 
is not warranted because of the relatively small 
numbers involved. 


Results are reported on the basis of numbers 
of admissions (to ward or allergen-free room) 
rather than on number of patients. Certain pa- 
tients were transferred, during a single admis- 
sion, from the allergen-free room to the ward and 
vice versa. In such cases each transfer has been 
treated numerically as an “admission,” in consid- 
ering the relief noted. 


Prompt relief was observed in a larger percent- 
age of admissions in the allergen-free room than 
in the wards in all three etiologic groups, in spite 
of the fact that patients admitted to the allergen- 
free room were suffering on the whole from se- 
verer asthma than those admitted to the ward 
(see Table II). This greater promptness of re- 
lief in favor of the allergen-free room was most 
pronounced in Inhalant asthma, least in Infective 
asthma, and intermediate in the Mixed asthma. 
Failure to secure any relief was noted more often 
in the wards than in the allergen-free room, and 
in a larger percentage of Infective asthmas than 
in the other types, as might have been expected. 
(See Table III.) 


A table is shown (Table IV) which is comprised 
only of those patients who had severe asthma on 
admission. Although the number of admissions 
involved is relatively small, there is a very definite 
preponderance of prompt relief in the allergen- 
free room as compared with that in the wards. 


The experience with individual patients is 
shown by brief descriptions of a few selected 
cases. The etiologic designation of these cases is 
the same as in the preceding paragraphs. 


Case 1 C.G. Male, aged 56. “Mixed” case: Timothy, 
ragweed, flaxseed, chronic bronchitis and bron- 
chiectasis. 

Admission No. 1, 5/13/37. Severe asthma. Admitted 
direct to allergen-free room. Fairly prompt re- 
lief; adrenalin omitted on third day. Transferred 
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Table III 
Effect of Stay in Allergen-Free Room as Compared with Stay in Ward 
All Degrees- of Severity of Asthma 


In Wards 


In Allergen-Free Room 








Etiology Prompt Slow 
of Asthma Relief Relief 
Inhalant AT% 40% 
381% 61% 
Infective 22% 63% 
Undetermined* 60% 33% 


*Miscellaneous group of asthmatics, some probably complicated by undetected non-allergic conditions. 


included for sake of completeness. 


to ward on 9th day; asthma recurred in 24 hours, 
requiring adrenalin. 

Admission No. 2, 7/8/37. Severe. Admitted to ward; 
no relief in 2 days. Transferred to allergen-free 
room on 3rd day; prompt relief; adrenalin omit- 
ted on 2nd day. Transferred to ward on 7th 
day and discharged on 9th day; no exacerbation 
on ward. 

Admission No. 3, 7/23/37. Severe. After 3 hours on 
ward transferred to allergen-free room; prompt 
relief; adrenalin omitted on 2nd day. Trans- 
ferred to ward on 5th day and asthma recurred 
in 48 hours; discharged with asthma. 

Admission No. 4, 9/3/37. Very severe. Admitted di- 
rect to allergen-free room with fever which per- 
sisted for five days; only slight relief until fever 
subsided, then marked relief. Transferred to 
ward on 21st day; asthma returned in 18 hours, 
but not severe. 

Case 2 J.S. Male, aged 13. “Mixed” case: Pollen, dust, 
food. 

Admission No. 1, 6/14/37. Moderate asthma. Ad- 
mitted direct to allergen-free room. Slow relief; 
no dietary control. 

Admission No. 2, 9/2/37. Severe asthma. Admitted 
direct to allergen-free room; considerable relief 
but some asthma persisted. Transferred to ward 
on 6th day; asthma persisted. Transferred to 
allergen-free room on 14th day, where trial diets 
were instituted for succeeding 34 days; greatest 
relief occurred on wheat-free diet. Stay in aller- 
gen-free room greatly facilitated dietary tests. 
M.R. Female, aged 18; asthma for 13 years. 
Inhalant: Orris, cat, ragweed, plus. Moderate 
asthma. Admitted 4/7/35 to ward; practically 
no relief. Transferred to allergen-free room on 
10th day, fairly prompt. relief. Transferred to 
ward on 18th day; asthma worse. Transferred to 
allergen-free room on 23rd day; fairly prompt 
relief. 

Farmer’s wife, aged 40. Inhalant: Pollen, cow 
ep., others. Moderate asthma. Admitted 5/10/35 
to ward; no relief in 3 days. Transferred to 
allergen-free room on 4th day with prompt and 
complete relief. 

Case 5 F.L. Female, aged 43; very severe and per- 


No No. of Prompt Slow No 
Relief Adm. Relief Relief Relief 
13% 11 91% 9% None 
7% 22 50% 45% 5% 
15% 9 33% 56% 11% 

1% 2 None None 100% 


Results not significant, but 


sistent asthma for six years. Inhalant: Orris, 
feathers, dog, etc. 

Admission No. 1, 10/4/34. Status asthmaticus; no 
relief obtained outside during preceding 2 days. 
Admitted to ward for 12 hours; no relief. Trans- 
ferred to allergen-free room; prompt and marked 
relief; adrenalin stopped on 4th day. Dog or- 
dered removed from home and patient discharged 
10/17/34. 

Admission No. 2, 10/19/34. Asthma recurred promptly 

on return home and was extreme when admitted 
to allergen-free room. Relief was prompt, no 
adrenalin being required after the first day, and 
chest entirely clear on 6th day. 
F.P. Female, aged 46. Infective asthma (chronic 
pulmonary infection, non-tuberculous). Admitted 
8/11/37 to allergen-free room; severe asthma. 
Remained in room 31 days, very slow and slight 
relief; adrenalin daily to 13th day, then at long 
intervals. Chest not clear on discharge. Not 
treated on wards. 


Discussion 


Although a stay in the allergen-free room has 
not been uniformly successful in relieving pa- 
tients of symptoms, it has given prompt relief in 
an appreciably large proportion of asthmatics as 
compared with relief in the wards. This is 
brought out in Table V, in which are combined 
all admissions, regardless of etiologic type or se- 
verity of asthma. 


From the standpoint of diagnostic study, the 
response of a patient in this room has been help- 
ful in indicating the probable type of asthma from 
which the patient is suffering. While conclusions 
drawn from such observations on individual cases 
must be made with reservations, due to the com- 
plex nature of the asthmatic syndrome, we have 
established the following general principles. 


If prompt relief is secured in the room while 
on a general diet, extrinsic substances are pre- 
sumed to be the predominant factor, subject to 


Table IV 
Effect of Stay in Allergen-Free Room as Compared with Stay in Ward 
Severe Asthma Only 





In Wards 
Etiology Prompt Slow 
of Asthma . Relief Relief 
Inhalant 45% 36% 
20% 70% 
23% 54% 
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In Allergen-Free Room 

No No. of Prompt Slow No 
Relief Adm. Relief Relief Relief 
19% 4 100% None None 
10% 14 64% 36% None 
23% 4 25% 15% None 
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Table V 
Effect of Stay in Allergen-Free Room as Compared 
with Stay in Ward 
All Types of Asthma; All Degrees of Severity 

No.of Prompt Slow No 
Adm. Relief Relief Relief 

35% 54% 11% 

In Allergen-Free Room.. 44 55% 36% 9% 


confirmation by other methods. Since the infec- 
tive type of asthma has shown relatively poor 
relief in the room, it can be assumed that this 
factor is negligible or absent, when prompt relief 
is obtained. If a patient fails to clear up with 
reasonable speed in the room, intrinsic causative 
factors are suspected as major agents: infection, 
food allergy, or other conditions such as chronic 
disease of lungs, heart, neurogenic asthma, etc. 
In attempting to establish the existence of food 
allergy, and to identify the particular causative 
food substances, placing the patient in this envi- 
ronment, which is relatively free from inhalant 
allergens, has eliminated exposure to an entire 
group of possible excitants of their asthma. This 
procedure has thereby permitted a more clear cut 
interpretation of results with trial diets. 


Conclusions 


1 A room, which is allergen-free to a satisfac- 
tory degree, can be established in a general hos- 
pital. Its maintenance requires the intelligent 
cooperation of the nursing staff, the housekeep- 
ing department and the engineering department. 


2 With the particular air conditioning machine 
used, the room has been kept cool and comfortable 
in summer, the relative humidity has been held 
down, and the air rendered practically pollen-free. 
In the cold weather, the room has been kept com- 
fortably warm, and the relative humidity has been 
held somewhat above that of the adjacent corri- 
dor. Improved filtration of introduced outside air 
is desirable. 


3 A stay in this room has produced more 
prompt relief from asthma than a stay in the 
ward. Asthma due to inhalants has shown rela- 
tively more prompt relief than mixed types; in- 
fective asthma has shown the least differences in 
relief between the allergen-free room and the 
wards. 


4 A stay in the allergen-free room has been of 
assistance in determining the type of asthma pres- 
ent in individual patients, and has frequently been 
made a part of the etiologic study of such pa- 
tients. 


' 5 The frequency with which relief from asthma 
has been induced by a stay in this room would 
not alone justify the expense and care required to 
equip and maintain it, although striking results 
have been obtained with some patients. When 
used both as a means of therapy and as an aid in 
etiologic study, however, its value is sufficient to 
warrant its continuance. 

Notre: I wish to acknowledge with particular appreciation the 


intelligent cooperation of the several nurses in charge, the house- 
keeper, and the chief engineer. 
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Pharmacy and Its 


Place in Hospitals 


J. G. BEARD 


the first word in the subject assigned and ex- 

plain what pharmacy is today, in order that 
hospital administrators may be able to understand 
and to value its nature and service as they study 
its place in the hospital scheme of operation. 


[ SEEMS advisable to deal immediately with 


Pharmacy has a long period of recorded useful- 
ness. First as an ancient art, now as an exact 
science, it has a rightful, necessary place wher- 
ever drugs are made, mixed, or dispensed. It can 
only be evaluated in terms of its wholeness, not 
simply as laymen see it practiced in average drug 
stores. Pharmacy is in operation whenever or 
wherever drugs are grown, mined, collected ; when 
expert drug research, pure or applied, is in prog- 
ress; when drugs are manufactured in small or 
large scale production; and when they are com- 
pounded and dispensed either in professional 
pharmacies or in retail drug stores. 


The educational qualifications for modern phar- 
macists vary from a minimum college period of 
four years to graduate specialization leading to 
the degree of Ph.D. The legal requirements for 
a dispensing pharmacist, the sort to be consid- 
ered here, include maturity, good character, not 
less than a year of apprenticeship, graduation 
from a four-year curriculum in a standard col- 
lege, and the passage of a licensing examination 
in five subjects. Forty-four states, including all 
the South Atlantic and Gulf States, now require 
this system of preparation as a prerequisite to 
practice. Included in the curricula of the better 
schools of pharmacy are the biological sciences 
(botany, zoology, physiology, pharmacognosy and 
pharmacology, once collectively called materia 
medica); chemistry (from general through or- 
ganic and physical); physics; the several divi- 
sions of pharmacy itself; and finally cultural and 
broadening courses in language, mathematics, so- 
ciology, economics, etc. 


The average cost of this training is $4,000, not 
including living expenses in the summer. Obvi- 
ously an investment of this size, not to mention 
the grind involved in a stern course of study, de- 
mands that a modern pharmacist expect more 
than a mere wage. However, some licensees who 
were registered under an earlier, less expensive 
scheme of preparation, may be secured at a lower 
cost. Furthermore, young graduates of today 
who are sincerely interested in hospital pharmacy 
will begin work for a modest salary if they are 
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sincerely assured that promotion in standing and 
salary will follow proved ability. Hollow gestures 
of increased pay qualified by several “ifs” will 
not and should not provide a hospital with a com- 
petent pharmacist. A bit later an effort will be 
made to show that a competent pharmacist in a 
hospital can earn a part of his salary through 
savings effected in the economic policy of the 
hospital. 


In all of the health sciences, a license to practice 
is a legal necessity. The sole purpose is to protect 
the public. Hospitals are not excepted in this 
compulsion in the case of pharmaceutical service. 
A nurse is licensed to practice her calling but she 
is neither trained for nor licensed to assume the 
functions of a pharmacist. That she is often 
expected by small hospitals to act in such a ca- 
pacity during her probationary period and even 
after becoming registered cannot by wishful 
thinking be construed as legal, moral, or safe 
practice. When physicians on the staff join with 
hospital administrators in so belittling the drug 
phase of hospital procedure that they allow medi- 
cines to be dispensed by unqualified persons, they 
are subject to the indictment either of ignorance 
or carelessness, or both. Evidence is available to 
prove that grievous and lethal errors grow out 
of this “money-saving system.” Were public 
thinking sufficiently informed, enforcement offi- 
cials less generous towards eleemosynary insti- 
tutions, or physicians less inclined to obscure such 
errors the time would quickly arrive when public 
protection would be made to take precedence over 
budgetary limitations. The Attorney General of 
North Carolina ruled last year that physicians 
may not authorize or delegate to unlicensed per- 
sons the right to fill the prescription they write. 


These blunt statements are not made in a cruel 
spirit, but because it is our purpose to deal with 
facts uncoated with sugar. 


Drug Service and Economics 


There are two different but related angles to 
this entire subject. The first is safe drug service 
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in hospitals; the second is economics. The first 
has been given primary consideration, but the 
second certainly deserves grave thinking. This 
arouses the question: How can small hospitals, 
particularly the twenty-five bed hospitals, arrange 
their budgets to provide pharmaceutical service? 
Two answers come to mind. 


1 Continue the system employed by many small 
hospitals of using a local and convenient retail 
drug store to which would be sent all prescrip- 
tions and all orders that involve any type of com- 
pounding or mixing. Purchase through a whole- 
sale distributor bulk stock that is to be used in 
quantities and which is to be administered per se 
—that is, without being mixed with anything else 
or even diluted with water. Carry such stock in 
clearly labeled containers that show both the 
Latin and the English names, one under another. 
Never use numbers alone. So separate this stock 
that poisons and narcotics are definitely segre- 
gated from less active medicinals. Do not place 
drugs of similar color side by side. Since this 
system is purely mechanical, employ every safe 
device to prevent one drug from being confused 
with another. This, at best, is not a good system, 
but is at least a system. 


2 Employ a full-time or part-time well trained 
pharmacist who is not selected on a competitive 
salary basis. It is unsound economy to have a 
cheap employee in any capacity calling for skill, 
knowledge, energy, initiative, enthusiasm and 
pride in the job. This applies especially to the 
duties being considered here. Remember that 
savings is the theme now. A competent pharma- 
cist can, in addition to his dispensing duties, man- 
ufacture a large number of official preparations 
that are the therapeutic counterparts of costly 
proprietary specialties. He can prepare all sterile 
solutions for injections, many laboratory reagents, 
and, if given the equipment, many types of am- 
pules as well. He can, with the aid of the medical 
staff, develop a hospital formulary that will elim- 
inate the necessity for a large inventory and re- 
duce stock costs as well. To illustrate: phenobar- 
bital at thirty-seven cents an ounce would replace 
the proprietary luminal at $6.90; theobromine 
with sodium salicylate at twenty-five cents would 
replace diuretin at $1.85; barbital costs one-third 
as much as veronal; barbital soluble at sixty-two 
cents compares in price with medinal or verinal- 
sodium at $3.00. These are not substitutes in the 
usual sense—all are in the U. S. Pharmacopoeia. 
Surely it is known that epinephrine is one-fourth 
as expensive as adrenalin; that acetophenetidin 
costs one-third as much as phenacetin. Many 
such examples may be found. These official, legai, 
less costly drugs would appear in such a formu- 
lary. ? 


October, 1939 


Competition Means Repetition 


Competition often means repetition. When a 
firm develops a costly, useful, popular proprietary 
specialty, “A,” the originator markets its product 
as Dove’s Milk; “B,” another firm, not to be out- 
done, puts out Pigeon’s Milk; “C” calls it some- 
thing else, and so on to a sickly finish. Each firm, 
all well known, details physicians, and the latter, 
usually ignorant pharmaceutically, prescribes one, 
or another or another. Result: a costly stock of 
repetitious items. 


Incidentally and confidentially, the average 
medical intern knows very little about prescrip- 
tion writing. (This applies to some of his older 
brethren as well.) This makes him susceptible to 
the legitimate salesmanship of the best of manu- 
facturers. They take advantage of his ignorance 
by presenting him, through a well-coached de- 
tailer, with a good sales talk, effective literature, 
and some nice looking samples. The product may 
represent a fine formula; it always has a nice 
appearance; directions and indications for use are 
provided, so what happens? Prescriptions for it, 
of course. A week or a month later he may be 
a convert to another firm’s cause. Nothing said 
here is intended to detract from the value to 
medicine of many excellent drug manufacturers 
who spend huge sums for research and who con- 
tribute immeasurably to the advancement of ther- 
apeutics. We need their efficient service, but, as 
said before, competition often means repetition. 
Not always but often an experienced pharmacist 
can confer with a physician, ascertain the latter’s 
need for a basic medicament properly blended and 
then prepare a satisfactory formula at a moderate 
cost. 


The Pharmacist and the Purchasing Department 


Another thing: an experienced pharmacist, 
with his knowledge of the intelligent purchase 
of drugs, should be valuable in buying general 
hospital supplies as well. With experience he 
could become the general purchasing agent. 
Again: there is a one-time pharmacist here in 
Duke Hospital who is now in charge of the Pri- 
vate Diagnostic Clinic. In other hospitals phar- 
macists are useful in a number of other ways. 
Teaching nurses in simple pharmaceutical opera- 
tions, necessary on the wards, is useful work; 
developing a drug library and clipping service for 
the medical staff has its value; setting an exam- 
ple to nurses of exactness in handling drugs— 
these and other smail things are definite assets 
to any small or large hospital. One pharmacist 
took extra training and acts as a laboratory tech- 
nician in a small hospital, thus saving the expense 
of a specialized worker. 
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Not all of the preceding statements have dealt 
with economies nor has the subject of budgetary 
adjustments been scratched upon the surface. 
The financial support of hospitals through endow- 
ments, periodic gifts, and patient income vary 
widely in small hospitals. What one can afford, 
another of equal size cannot. And, too, the gen- 
eral policies of hospitals are far from uniform. 
For a layman to submit recommendations involv- 
ing budgets or specific economies would be re- 
sented as impertinence. An intelligent and sym- 
pathetic pharmacist may, however, suggest the 
lack of wisdom in paring the drug service budget 
too deeply even if he is not competent to say how 
this is to be avoided. 


Internships in Pharmacy 


One of the most promising features of hospital 
pharmacy is now developing over the country. 
Reference is made to the establishment of intern- 
ships in hospitals for graduate pharmacists. Tem- 
ple University recently provided for one; Johns 
Hopkins Hospital for two, and Duke University 
for two. There are others not known to the au- 
thor. Western Reserve University for several 
years has been educating undergraduate pharma- 
cists for specialized hospital practice, using its 
hospital system as training grounds. 


It is wondered how many hospital adminis- 
trators here assembled have studied that part 
of the Manual of Hospital Standardization, pre- 
pared by the American College of Surgeons, that 
deals with the minimum standards for pharma- 
ceutical service. Such a study, if not already 
made, is earnestly recommended to your attention. 
A few quotations from the Manual seem perti- 
nent: 


“The hospital shall use drugs, chemicals, and 
pharmaceutical preparations of at least United 
States Pharmacopoeia, National Formulary, and 


New and Non-Official Remedies quality in the 
treatment of patients. 


“Supervision. The pharmacist shall have im- 
mediate supervision over: (a) the routine prep- 
aration of injectible medication and sterilization 
of all preparations he himself prepares, (b) the 
routine manufacture of pharmaceuticals, (c) the 
dispensing of drugs, chemicals, and pharmaceu- 
ticals, (d) the filling and labeling of all drug con- 
tainers issued to nursing units from which medi- 
cation is to be administered, (e) a semi-monthly 
inspection of all pharmaceutical supplies in nurs- 
ing units, (f) the maintenance of an approved 
stock of antidetes in the emergency suite, (g) the 
dispensing of all narcotic drugs and a perpetual 
inventory of them, (h) specifications for purchase 
of all drugs, chemicals, and pharmaceutical prep- 
arations used in the treatment of patients, (i) 
specifications for purchase and storage of biolog- 
icals and all operations wherein a special knowl- 
edge of pharmacy, including a ready knowledge 
of weights and measures in all systems, is neces- 
sary.” 


As was stated informally at the beginning of 
this paper, I am not a student of or an expert in 
hospital pharmacy; simply an interested observer 
and frequently a patient in hospitals here and 
there. May I cite a personal experience? On one 
occasion, while an inmate, my knowledge of phar- 
macy enabled me to live until this time through 
my refusal to swallow one of the lethal drug 
errors referred to earlier that a nurse sweetly of- 
fered me as a good night potion. 


It is only natural, therefore, that I should speak 
with feeling as I submit the proposition that, 
while all of you have supplied your institutions 
with an adequate staff of nurses, interns, anes- 
thetists, dietitians and highly expensive appara- 
tus, some of you have overlooked a feature equally 
vital, namely, safe drug service, without which 
your hospital is to such degree failing in its ac- 
cepted responsibility. 





Earl C. Wolf Goes to St. Mary's Hospital, Rochester, Minnesota 


Sister M. Domitilla, Administrator of St. 
Mary’s Hospital, Rochester, Minnesota, announces 
the appointment of Earl C. Wolf as purchasing 


agent of St. Mary’s Hospital and other institutions 
operated by the Sisters of St. Francis. 


Mr. Wolf, who has been business manager of 
the Indianapolis City Hospital for several years, 
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has been active in the hospital field in various 
ways, and is now president of the Indiana Hospi- 
tal Association. Mr. Wolf was recently admitted 
to the American. College of Hospital Administra- 
tors. In 1937, as business manager of the Indi- 
anapolis City Hospital, he was the recipient of the 
American Hospital Association National Hospital 
Day Award for Large Hospitals. 
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Can a Hospital Afford to Be Without 
a Women's Auxiliary? 


ANNIE E. B. GOLDBLOOM 


let me give you a brief resumé of the cre- 

tion and growth of the Women’s Auxiliary 
of the Jewish General Hospital in Montreal. As 
a force in creating good will and understanding 
between public and institution, it has been a sub- 
stantial factor in the development of a new hos- 
pital. Living in a world highly mechanized for 
destruction, it is well that we should tell the story 
of women as a united force in their service to help 
in the rehabilitation of suffering humanity. 


B ict me dealing with the service we render, 


On January 30, 1936, the Women’s Auxiliary 
of the Jewish General Hospital came into being, 
and it was my privilege to be chosen as its presi- 
dent. We organized a whirlwind Charter-Mem- 
bership Campaign which lasted approximately six 
weeks, and enrolled during that time a member- 
ship of eighteen hundred. Annual dues of three 
dollars were decided upon. Realizing that there 
was a small group of women who were in a posi- 
tion to lend greater material support to the hos- 
pital through our auxiliary, we invited a number 
of ladies, each able and willing to contribute twen- 
ty-five dollars or more annually, to be known as 
patronesses to the Life-Saving Fund, in order to 
provide a specific need. 


Membership and What It Provides 


Membership and the revenue derived therefrom 
form the nucleus of our income. The collection 
of dues is done by the voluntary service of our 
board, and entails months of intensive work. Our 
membership is mostly drawn from the ranks of 
those in modest circumstances who do not pos- 
sess bank accounts. The members who mail their 
dues directly to our financial secretary form only 
a small proportion of our membership. 


Our finanees permit us to take care of the com- 
plete linen needs of the hospital. We also have 
in the past three and a half years presented to 
the institution one hundred and fifty overbed ta- 
bles, the equipment of an x-ray room, and an 
electric food conveyor so that food may be served 
hot in the public wards. We installed a pho- 
tography department and provided surgical in- 
struments and equipment of considerable impor- 
tance, including an emergency operating room 
lamp. We made machinery available for ice- 
making, donated a silver polishing machine and 
other kitchen requirements, and added to the sil- 
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ver required for patients. At present we are re- 
constructing and air-conditioning the nursery to 
meet the growing needs of a hospital often filled 
to capacity. 


The Life-Saving Fund 


The Life-Saving Fund, in its third year, has a 
membership of over eighty, each of whom pays 
twenty-five dollars annually, a few contributing 
fifty dollars. To date this fund has met all requi- 
sitions to supply life-saving measures to non-pay- 
ing patients in the hospital, without distinction. 
Frequent appeals have brought many donations 
to this fund, both to mark a joyous event and to 
commemorate and pay tribute to the memory of 
a dear departed one. Blood transfusions and spe- 
cial nursing have been supplied, as well as spe- 
cial drugs and serum. This fund also made pos- 
sible the gift of a respirator and an oxygen tent 
to the hospital. In all the service our auxiliary 
is rendering, we have endeavored to provide 
everything possible to the non-paying patient to 
aid in his recovery. The Life-Saving Fund pro- 
vides service that has been extremely heartwarm- 
ing, and many patients have reason to be grateful 
for its beneficent contributions. 


The Children’s Nursery Fund 


This committee was set up to look after nursery 
requirements. We began by inviting private pa- 
tients in the obstetrical department to enroll their 
infants as members at an annual contribution of 
one dollar. We furthered the growth of this de- 
partment by inviting all children to become mem- 
bers of this fund. The slogan, “No child is too 
young or too old to become a member of the Chil- 
dren’s Nursery Fund of the Women’s Auxiliary,” 
has brought to date a membership of more than 
six hundred. This made possible the endowment 
of a bassinette in the nursery at a cost of five 
hundred dollars. One meeting a year, providing 
entertainment and refreshments, suffices to keep 
our young members of five years of age and over 
interested in the hospital. We keep a record of 
every child’s birthday. At this time they receive 
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a greeting card inviting them to mark their birth- 
day by another contribution of one dollar. 


Layette Committee 


This department looks after the needy new- 
borns, and provides a layette for every one of 
these born in the hospital. Volunteer knitting 
groups, meeting weekly, supply knitted infants’ 
wear for all requirements. 


Bottle and Jar Committee 


It was brought to our attention that the col- 
lection and sale of jars and bottles of every va- 
riety could prove a source of income adequate to 
provide new dispensary bottles for clinic patients. 
A committee was formed with splendid results. 
We employ a man to collect these bottles and jars 
whenever we have a large enough list of people 
who have gathered fifty or more. We realized 
more than six hundred dollars last year on the 
sale of these bottles and jars. This money not 
only paid for dispensary bottles for clinic patients, 
‘ut left a surplus to take care of other needs. 
WVirect communication by telephone to our mem- 
bers, as well as appeals through the press and 
meeting notices, have stimulated the public in 
collecting for the benefit of the hospital. It pro- 
vides a gratifying experience to all in being able 
to serve without cost. 


Car Service 


A volunteer car service, donated by our mem- 
bers, provides poor patients with transportation to 
and from the hospital whenever treatment is nec- 
essary. When a volunteer car is not available, our 
Life-Saving Fund is prepared to pay for taxi 
service. 

Surgical Dressings Groups 


Large groups of our members meet every Mon- 
day, Tuesday, and Wednesday afternoons at the 
hospital to prepare bandages. This service is 
very much appreciated, because it relieves the 
nursing staff so they can give full time to the 
care of the patients. This also serves as an ex- 
cellent outlet or point of contact for a large mem- 
bership anxious to render service. 


Sewing Groups 


All linens that are not available to the best 
advantage in made-up articles are sewn by our 
members. They meet at the hospital when the 
need arises. We have our sewing room equipped 
with electric sewing machines ready to meet the 
need. 


Meetings 


The interest of a hard-working board of seven- 
ty-five, guided by an inner executive committee 
of twelve, as well as that of the general body, is 
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maintained by monthly meetings. Alternating 
general and board meetings, publicity through the 
press, and the medium of our notices keep all our 
members well-informed. At every general meei- 
ing I give a brief review of the work and service 
of each committee, and make the necessary ap- 
peal for cooperation and support. The introduc- 
tion of an important speaker at each general meet- 
ing serves to attract a large attendance. Besides 
the above meetings, the inner executive commit- 
tee meets monthly with chairmen of committees 
to study the problems arising. All requisitions 
are studied by the inner executive committee 
before being presented to the board for approval. 
I meet the various committees and the super- 
intendent of the hospital from time to time to 
discuss hospital requirements and plan ways and 
means whereby the Women’s Auxiliary can render 
further and better aid. Approximately $10,000 
is expended annually by the Women’s Auxiliary 
for the benefit of the hospital. 


Our income is augmented by the proceeds of 
an annual ball. This social event gives the pub- 
lic a greater interest in the hospital, and perhaps 
further stresses the hospital as an institution 
serving the welfare of the community. 


The power for good and the possibilities for 
service of volunteer women’s groups is unlimited. 
I take particular pride in the results of our united 
efforts, and I am aware that with, ennobling stim- 
ulation we can go still further in supplementing 
means for healing the sick. We are a substan- 
tial force in providing aid to the physician in his 
scientific research, and we are doing much to 
lighten the burden of the nursing staff. We can 
be a fine constructive influence, and can make 
life in the hospital much less worrisome for those 
who carry the greater burden. Woman, the 
mother of creation, must be ever on the alert 
to serve her offspring. Ours should be the sooth- 
ing, unseen hand, smoothing the path of those 
trained to care for the broken in health. Cooper- 
ation and service should ever be our watchword. 
In an everchanging field of diagnosis and treat- 
ment, we realize the limitations of hospital 
finances which make it difficult to keep pace with 
developments. Today our Women’s Auxiliary is 
a vital force in supplementing hospital finances, 
by providing many important diagnostic and ther- 
apeutic agents which hospital authorities find 
it impossible to furnish. I think, that in pre- 
senting to you an outline of the activities and the 
service which the Women’s Auxiliary of the Jew- 
ish General Hospital of Montreal renders, I have 
given an eloquent answer to the question which 
I have raised—‘“Can a hospital afford to be with- 
out an auxiliary when an army of two thousand 
voluntary workers lends itself so splendidly to 
its cause?” 
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Administrators, conducted by the American 

Hospital Association, with the cooperation of 
allied organizations and hospitals, at the Univer- 
sity of Chicago last month, demonstrated again. 
that this type of institute fills a real need for those 
who are making it a part of an initial training 
program for hospital administration and for those 
who avail themselves of its concentrated refresher 
courses, embodying major new developments in 
the field. The contribution of both students and 
faculty, not to mention the elaborate and com- 
modious facilities made available by the Univer- 
sity of Chicago, made this year’s Institute an out- 
standing educational achievement in the hospital 
field. 


Of the 121 registrants, one hundred and seven- 
teen of whom received this year’s certificate of 
attendance, fifty-seven were superintendents of 
hospitals, fourteen were assistant superintendents, 
eight were medical directors or assistant medical 
directors, thirty-six were department heads, and 
six were interested persons from allied fields. Of 
the total registered, fifteen represented hospitals 
of less than fifty beds, thirty-seven represented 
hospitals of fifty or more but less than one hun- 
dred beds, thirty-six represented hospitals of one 
hundred or more but less than two hundred beds, 
and twenty-six represented hospitals of two hun- 
dred or more beds. Of the latter twenty-six, five 
represented hospitals of more than 1,000 beds. 
The type of hospitals represented were as follows: 
One hundred and two registrants were from gen- 
eral hospitals, four were from orthopedic hos- 
pitals, three were from tuberculosis hospitals, two 
were from convalescent homes, one was from a 
home for aged and incurables, one was from a 
maternity hospital, and one was from a mental 
hospital. 


Ts Seventh Annual Institute for Hospital 


A geographical analysis of the registrants in- 
dicates that thirty states were represented as fol- 
lows: fourteen from Ohio; twelve from Illinois; 
nine from Michigan; eight from New York; six 
each from Pennsylvania, Texas, New Jersey, and 
Missouri; four from lowa, three each from In- 
diana, Massachusetts and Montana; two each 
from Arkansas, Kansas, Minnesota, North Da- 
kota, Oklahoma, Oregon, Tennessee, Virginia, and 
Washington; and one each from Alabama, Cali- 
fornia, District of Columbia, Georgia, Kentucky, 
Maine, Utah, Vermont, and Wisconsin. 


The remaining fourteen came from provinces 
of Canada and countries other than the United 
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States as follows: Three each from Nova Scotia 
and Ontario; two from Quebec; and one each from 
Australia, Ireland, Hawaii, Puerto Rico, British 
Columbia, and South America. 


The curriculum was arranged in such a way as 
to cover the gamut of didactic and applied knowl- 
edges in the field of hospital administration, in- 
cluding lectures, seminars, demonstrations, round 
tables, and optional conferences on. such subjects 
as: the organization of the general hospital; cen- 
tral service for surgical dressings; rehabilitation 
and modernization of the x-ray department; man- 
agement of the pharmacy service; laundry equip- 
ment and laundry service; central stores system ; 
purchasing; medical records; organization and 
management of the nursing service; business 
methods; accounting; bibliotherapy ; management 
of information and telephone services; control of 
visitors to patients; housekeeping; organization 
and management of the obstetrical department; 
operating room management; food administra- 
tion; the role of the hospital in graduate medica’ 
education; hospital ethics; the integration of the 
psychiatric department in a general hospital; a 
moderii aurses’ home; teaching facilities in a 
school of nursing; organization, management and 
professional responsibilities of a pediatrics divi- 
sion of a general hospital; preparation. and man- 
agement of parenteral solutions; practical prob- 
lems in anesthesia and oxygen therapy; manage- 
ment of the newborn; palmprint identification ; 
basic principles of a public relations program; 
management of and special problems in hospital 
personnel; decoration and modernization of old 
buildings ; maintenance of the physical plant ;clinic 
management and medical social service; organiza- 
tion, management and special problems in the 
small hospital; organization and management of a 
blood bank service; admitting and discharge pro- 
cedures; physical therapy; medical staff organiza- 
tion; group hospital service; legal aspects of the 
hospital. 


To cover such a varied and extensive list of sub- 
jects in the short period of twelve days allotted 
the Institute required of course an. extremely in- 
tensive, if not arduous schedule. The mornings 
were taken up with lectures and seminars, the 
afternoons with demonstrations in twenty-one 
hospitals, and the evenings with round table dis- 
cussions. 


In addition to the officers of the Institute the 
faculty of the Institute included such outstanding 
persons in the hospital field as Dr. G. Harvey 
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Agnew, Past-President of the American Hospital 
Association, and Secretary of the Department of 
Hospital Service of the Canadian Medical Asso- 
ciation; Dr. Robin C. Buerki, Director of Study 
of the Commission on Graduate Medical Educa- 
tion; Miss Miriam Curtis, Superintendent of the 
Cooley-Dickinson Hospital of Northampton; Miss 
E. M. Geraghty, Dietitian of the Union Memorial 
Hospital of Baltimore; James A. Hamilton, Su- 
perintendent of the New Haven Hospital and 
President of the American College of Hospital 
Administrators; Charles A. Lindquist, Superin- 
tendent of the Sherman Hospital of Elgin; H. V. 
Mansfield, Assistant Superintendent of the De- 
partment of Buildings of the Vanderbilt Univer- 
sity; Dr. Fraser D. Mooney, Superintendent of 
the Buffalo General Hospital; William D. Morgan- 
stern, Director of Press Relations for the Uni- 
versity of Chicago; Dr. C. Rufus Rorem, Director 
of the Commission on. Hospital Service; William 
H. Spencer, Dean of the School of Business, Uni- 
versity of Chicago; Dr. Peter D. Ward, Superin- 
tendent of the Charles T. Miller Hospital in St. 
Paul, and others. 


Fitting diversions from the arduous schedule 
of the Institute program were provided in the stag 
smoker and the women’s social meeting, climaxed 
by the annual dinner given for both students and 
faculty. On this latter occasion an unusually 
clever program of entertainment was arranged by 


the students. Gracious, withal amusing, was the 
climax of the evening’s entertainment in the in- 
vestiture of Dr. Bert W. Caldwell with an authen- 
tic Indian war-bonnet and appropriate Indian title. 
This beautiful bonnet was made possible by the 
El Paso Hospital Council. 


As in previous years, the president and secre- 
tary-treasurer of this year’s Institute were elected 
by the students. A. Edward A. Hudson, Superin- 
tendent of the El Paso Masonic Hospital in Texas, 
was elected president, and Frances Jean Shaw, of 
the Public Hospital of Chatham, Ontario, was 
elected secretary-treasurer. Helen Robinson, As- 
sistant Superintendent of the University Hospital 
in Little Rock, Arkansas, was Chairman of the 
Committee on Entertainment. 


The completion of such an Institute program 
and the contacts made during such a period al- 
ways lead to a retrospective evaluation of pur- 
poses and objectives. In this case, it is felt that 
in addition to the many specific and detailed 
factual knowledges presented, the object of such 
an Institute, as indeed it should be the object of 
all education for hospital administration, should 
be to stress those larger functions of administra- 
tion implicit in community relationships. If this 
Institute has awakened its students to these larger 
connotations of hospital service, the officers can 
well feel that the goal for the Seventh Annual In- 
stitute has been attained. 
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tion is suggested is “Will the investment 
pay?” 
This is a good question. It is one that you and 
I have a right to ask because we as hospital ex- 
ecutives are charged with the responsibility of 
spending our dollars wisely. 


Tis first question asked when any moderniza- 


A few days ago I read an article about the mod: 
ernization of restaurants. The author claimed that 
he had just completed an analysis of twenty-five 
restaurants'which had “modernized” in 1937. The 
analysis showed that the profits in 1938 were five 
times as great as they were in 1937. He claimed 
that profits rolled in from two directions—first, 
increased sales, and second, decreased costs. 


There is much to be learned from modern mer- 
chandising methods. Nearly every time I go into 
Marshall Field’s or Carson Pirie Scott’s depart- 
ment stores I find a department made over. Eleva- 
tors have been streamlined or new display cabinets 
have been installed. Occasionally, merely decora- 
tions that have been changed, but steadily and 
persistently an effort is made to stimulate sur- 
roundings so that money may be coaxed out of 
purses. 


I know a small shop where large amounts are 
spent putting in walls, or taking them out, adding 
a window or in repapering—anything to look dif- 
ferent. The proprietor says, “I can keep people 
coming only by having a surprise for them. They 
can buy what I have to sell in many other shops.” 


It is well for us to take a leaf from the manual 
of modern business executives and try with im- 
proved methods to sell our space and service. The 
majority of hospitals are not filled to capacity. A 
few are reasonably filled during the heavy winter 
season. But there are long flat periods in the sum- 
mer and poor periods in the autumn and spring. 
Therefore, anything that might help to fill beds 
or to stimulate the use of hospital services is 
worthy of our consideration. 


This statement does not overlook the basic func- 
tion of a hospital or its relationship to the com- 
munity. Instead it is an effort to increase the 
facilities available, in order that the burden upon 
the few may be lessened. 


I should like, therefore, to enumerate a few of 
the results of a modernization program which we 
began twelve years ago, showing that the effect is 
the same in a hospital as it is in a hotel. 
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It Increased Business 


Both the medical building and the staff offices 
would serve as a good illustration. 


In both instances the hospital was faced with a 
need. The medical department was growing and 
beds were at a premium. At the same time the 
demand upon the contagious disease building was 
decreasing. After consultation with the doctors 
in the medical department it was decided to use 
part of the contagious building for medical pa- 
tients. So far so good. But there were rumors 
that the building was depressing, and that patients 
didn’t like it. 

In 1932 the building was closed for economic 
reasons. When it became evident that it should 
be re-opened it was decided to make it gay and 
attractive. The entrance hall was papered with a 
very modern blue and purple paper. Color was 
used effectively on the walls and on the ceilings. 
Venetian blinds were installed and suitable furni- 
ture purchased. The building was made popular. 
In fact, the occupancy for the three floors during 
the past nine months has averaged eighty-three 
per cent. 


The story of the staff offices is entirely another 
matter. Again and again the doctors had asked 
us to find a place outside of the out-patient de- 
partment where they might examine or treat 
private ambulatory patients. One day driving out 
from town a solution came to my mind. On 
reaching the hospital, before taking off my hat 
or even going to my office, I went to see what 
might be done. 


The idea that had come from the clouds seemed 
feasible. We went to work. Old floors were re- 
covered with asphalt tile; running water was in- 
stalled in several places; steel tile was placed 
where it would serve its purpose; the entrance 
hall walls were hung with a paper in soft colors; 
furniture was painted to harmonize; varnish was 
removed frora woodwork, white paint rubbed in, 
then waxed to give an antique finish to wood 
trim. Color was used freely—not garishly but 
with glowing warmth. That was three years ago. 
This year there was a sixty per cent increase in 
the number of visits: to the staff offices over the 
first year. 
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Similar plans have been followed throughout 
the building. We try to refurnish completely from 
two to six rooms each year. In other rooms a 
change in color scheme, a new rug, or screen, or 
chair helps to sustain interest among the nurses 
and other personnel who radiate their enthusiasm 
to patients and their friends. 


New, up-to-date technical equipment has the 
same effect. The personnel becomes proud of it 
and talk about it. The doctor sends his patient to 
the hospital for some test which the hospital is 
in a position to give. The income from the specific 
piece of machinery may not be large, but that 
service keeps the doctor in the habit of using the 
hospital and incidentally, that helps to keep the 
beds filled. 


Perhaps a word should be said about the im- 
portance of first impressions. The patient is pleas- 
antly impressed when the entrance is dignified. 
Also the dignity reflects credit on the patient 
when friends visit him. - 


Modernization Reduces Upkeep Costs 


There comes a time when it is wastefully ex- 
pensive to drive an old car or to operate an old 
vacuum cleaner. 


The first illustration I should like to usé is that 
of our kitchens which were remodeled just ten 
years ago. Very little change was made in the 
structural walls except in the ice box unit. How- 
ever, the old kitchen was re-arranged. Floors 
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were laid with quarry tile; the walls were tiled; 
new equipment purchased throughout, ranges, ice- 
boxes, soup kettles, ovens; everything new. 
Cook’s table, baker’s table, sinks, salad counters, 
cupboards, ice-box doors, were made to order from 
Allegheny steel. The result has been ten years of 
practically no cost in upkeep—a clean kitchen and 
meals put out with greater ease. 


The second was the installation of a water 
softener. Soft water produced whiter clothes. It 
paid for itself in about eighteen months in the 
saving of soap and soda. 


Modernization Promotes Safety 


Safety has been promoted by flooding dark 
corners with light; by installing a sprinkler sys- 
tem where such stores as drugs, gauze, cotton and 
paper products are kept; and by adding modern 
laundry equipment having safety devices, as well 


as modern slicing machines. The greatest con- 
tribution to safety was the installation of two new 
boilers, a couple of years ago. The boilers have 
also reduced coal consumption. 


Modernization Speeds Up Service 


Bookkeeping machines, dishwashers, wall wash- 
ers, vacuum cleaners, laundry presses, have all 
paid for themselves by reducing man power and 
by doing the work in less time. 


The saving of hand ironing and reduction of 
personnel when the mushroom presses were in- 
salled is most impressive. 
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The bookkeeping machine has made it possible 
for one operator to keep the accounts receivable. 
A wall washer does the work of two and a half 
men. 

Modernization Reduces Noise 


Through acoustical treatment of ceilings, acous- 
tical booths for telephones, noiseless toilets, noise- 
less hinges, and door checks; through insulation, 
carpets, and rubber matting, noise has been re- 
duced. The result is that the hospital is gaining 
the reputation of being a quiet instead of a noisy 
place. 

The telephone booths are hand made, but they 
do keep the voices from being heard all over the 
floor. 


Modernization Makes It Possible to Increase or 
Sustain Rates 


When buildings and rooms take on the appear- 
ance of being “down at the heel” prices must be 
reduced. When they are kept in good condition, 
prices may be maintained and at times increased. 
A completely refurnished room may take an in- 
crease of $1.00 a day without objection. While 
refurnished rooms may not justify increased 
rates, they do prevent lowering them. 


Among the important points to consider in un- 
dertaking any remodeling or modernization proj- 
ects are appearances, cost of installation, cost of 
operation, space requirements, rate of deprecia- 
tion and the time for installation. These points 
are all supported by underlying theories, and are 
influenced by the situations and circumstances 
peculiar to each institution. Each executive 
should study his own problem, seeking the solution 
most applicable under the circumstances. 


An outstanding hotel executive follows this rule 
“modernize first where it shows and then where 
it saves money.” 


Another hotel manager offers this bit of sage 
advice: “Remodel first the rooms hardest to sell.” 
His reasons are that because the rooms are usually 
vacant the daily revenue is not cut into while the 
modernization is going on, and that their use will 
become established while the formerly more popu- 
lar rooms are out of service for remodeling. 


If one cannot afford to refurnish entirely it is 
wise to begin with the key location, and to use 
the best of the old for the second best locations. 
It is surprising the results that can be obtained if 
a few effective touches are added such as a new 
chair, screen, lamp, or curtains. The old furnish- 
ings might be demoted according to rates. The 
cheaper the room rate the older the furniture. 
However, there comes a time when old furniture 
is no longer an asset to the hospital. 
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Example of What Can Be Done When a Hospital Maintains 
Its Own Work Shop 


If the hospital has its own shops the work of 
remodeling is much less expensive. Whenever pos- 
sible it is wise to take a floor at a time, gradually 
working through the building. When the work is 
laid out provision should be made to replace out 
of date lighting fixtures by new ones or by elec- 
tric outlets. Electric outlets should be installed 
liberally—they save time and tempers. 


China patterns change, and a hospital execu- 
tive is wise to follow the style and to change a 
pattern when it becomes out-moded. Silver also 
should be kept in condition by replating when it 
becomes worn. 


There are many other things that might be 
done, none of which is very expensive, such as 
changing the position of a door, or adding a win- 
dow, or removing a wall. Sample lengths of chintz 
will often make old chairs look like new ones. 
Colorful wallpaper on the panels of a screen will 
give a room the appearance of newness it needs. 
Color used with discrimination will do a great deal 
to give your hospital favorable publicity and help 
to fill its empty beds. 





A Sun Parlor Goes “Modern” 
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EDITORIALS 


Our Retiring President 


With the close of the Toronto Convention, Dr. 
G. Harvey Agnew continues the long line of dis- 
tinguished hospital administrators who, since 
1899, have served the American Hospital Asso- 
ciation as its Presidents. 


No words, save those of sincere commendation, 
can be said of the kindly gentleman, efficient 
organizer, and capable director, who has guided 
the destinies of our large continental organization 
of hospitals and hospital people during the past 
year. Despite the demands which his position as 
Director of Hospital Service of the Canadian 
Medical Association have made upon his time, 
thought, and energy, he has given unstintedly to 
the Association which holds him in high regard, 
and which he has brought to a new high level 
of influence and usefulness during his presidential 
year. 


His wise counsel and his sound advice to the 
public, as well as to the hospital field, as he has 
come into contact with them and addressed them 
in every section of our two countries, have 
brought encouragement and confidence to the peo- 
ple who support and operate our hospitals, and 
to the patients for whom they care. 


Hospital service, the scientific and sympathetic 
care of the patient, has been greatly advanced 
through the efforts of our retiring President. The 
Association over which he has presided has 
reached the highest point in membership, and it 
has gained the high regard of the public and 
of the organizations which in principle and pur- 
pose are so closely affiliated with the American 
Hospital Association. He has earned and holds the 
affection of every person in the hospital field. 
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If the Biblical injunction, “With what measure 
you mete, it shall be measured unto you” is ful- 
filled, Dr. Agnew will be greatly blessed, in the 
friendships he has made among us and the good 
he has wrought for us. 


Whatever fate may have in store for him, we 
who have known him so well hope most earnestly 
that he will be safe from physical danger or harm, 
and that his paths and those of his fine family 
will fall among pleasant places, where peace, hap- 
piness and prosperity will attend them always. 


—@———— 


The New Generation of Hospital 
Administrators 


The most significant sign in the present hos- 
pital field is the type of younger men and women 
who are attracted to hospital administration. 
They are not the misfits of the different vocations, 
nor the disappointments of collegiate or univer- 
sity training; they are well-founded, competent 
young men and women, who have thoughtfully 
selected hospital administration as a career, and 
are willing to study, work, and in the best way 
prepare themselves for it. 


This new generation of young administrators 
are adapting all that is good in the hospital pro- 
cedure developed by their elders. They listen 
attentively to their counsel and advice, and add to 
all the lessons gained from their own experience. 


The institutes held this year have attracted just 
this class of students. At the Chicago Institute 
more than half were administrators in their own 
right, a third more were assistants, and the re- 
mainder heads of departments—potential admin- 
istrators. They were earnest students, who ac- 
cepted the serious work of two weeks’ intensive 
demonstration and study, and showed their in- 
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terest by maintaining a group average of attend- 
ance at lectures, seminars, round tables and con- 
ferences above 95 per cent. The experience at 
the other institutes was equally gratifying. 


From groups of younger administrators such 
as these, the heads of our larger and more im- 
portant institutions will be selected, as the present 
generation. passes out of the hospital picture. 


If a word of advice is needed, and would be 
accepted by them, they should take a leaf from 
the books of the distinguished administrators 
they will succeed—the Goldwaters, Washburns, 
Winford Smiths, Babcocks, Bacons, Howells, 
Howlands, Bachmeyers, Lomases and Goodales 
of the hospital world. These men, and others like 
them, associated themselves together for purposes 
of study and discussion. They corresponded with 
each other, asking and giving counsel and advice 
on hospital problems. They attended every meet- 
ing of their state, regional, and national hospital 
associations. Every one of them, as their time, 
commitments, and inclination permitted, were 
contributors to the best hospital literature, and 
their articles appeared in the leading magazines 
in and out of the hospital field. More than that, 
to every hospital administrator who came to them 
for counsel and guidance, they gave a full measure 
of their time and the benefits of their experience, 
and in this manner they, and others of their col- 
leagues, developed all that was good in our hos- 
pital systems. 


These things the new generation should do: 


1 Become active and build up their hos- 
pital associations 


2 Contribute their thought to the hospital 
field through participation in the programs of 
their associations 


3 Contribute articles to the leading hos- 
pital magazines 


4 Attend the conventions of their hospital 
associations, and develop new and continuing 
friendships with their colleagues 


5 Attend the institutes and read current 
hospital texts and periodicals 


6 Help their fellow administrators, as they 
have been helped by the counsel and advice 
of those grown old in hospital administra- 
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The new generation is fine, cultured, and com- 
petent. They belong. 


a 


The Evils of Hoarding Staple 


Commodities 


In times like these which we are now expe- 
riencing, institutions as well as individuals are 
tempted to buy commodities of staple use, such 
as foodstuffs, fuel, and fabrics, in unusually large 
quantities, against the day when these commodi- 
ties are increased in price and become difficult 
to buy. There is nothing prudent or provident in 
such a policy. 


Nothing raises prices to higher levels, or con- 
tributes more to the scarcity of commodities, than 
the practice of hoarding—buying supplies on a 
rising market, in quantities in excess of normal 
consumption, and storing them. In the long run 
it is an expensive and extravagant practice. 


In practically every line of production, par- 
ticularly of comestibles, the United States is a 
self-contained country, producing far more than 
it consumes normally, and sufficient to satisfy nor- 
mal demands without great increases in prices. 


Fifty-one per cent of the disbursements of 
hospitals, aggregating more than 400 millions an- 
nually, is spent in food service and supply. To 
join with others in buying and hoarding foods as 
well as other staples, will make prices fictitiously 
higher, and cost our institutions 500 million a 
year, instead of the 400 million they are now 
spending. 


Hospitals should buy in normal quantities and 
at current prices. They will exercise a better 
control over their purchases, conserve their 
supplies better, prevent the waste that invariably 
accompanies larger-than-necessary accumulations, 
and will contribute to the normal flow of com- 
modities into useful channels. 


There is plenty for every institution; there is 
no need to increase inventory; there is every 
reason to confine purchases to normal require- 
ments. The honest merchandiser, who has served 
you over the years, will see that your needs are 
taken care of and will much prefer to sell you as 
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your needs require, than to take your order for 
large quantities which will be on your shelves for 
many months, during the major portion of which 
time you will make fewer purchases. 


Save, purchase your supplies as you need them, 
and do not engage in the evils of hoarding, and 
you and your institution will be the large gainer 
in the long pull which may be ahead of us. 


a 


The Use of Auxiliary Helpers 


The place of the ladies’ aid, the auxiliary helper, 
whether voluntary or paid, has become well es- 
tablished in our hospitals. 


The increasing difficulty of securing competent 
graduate nurses, the closing of many training 
schools, and the increase in. the number of per- 
sonal services, which were formerly done for the 
patient by the physician or intern, or frequently 
not done at all, has created the need for the aux- 
iliary worker. 


No hospital which has had the services of these 
workers would think of replacing them. Each 
year they become more important to the patient 
and to the hospitals. As they become more ex- 
perienced, get to know their hospital, and better 
appreciate their responsibilities, these fine ladies 
make an. increasingly valuable contribution to the 
good service of the hospital. 


That their need, under the present stressing 
times, will become imperative, no one can doubt. 
Fully 75 per cent of the graduate nurses in this 
country are enrolled as Red Cross nurses. They 
are subject to assignment, and while under exist- 
ing circumstances their acceptance of Red Cross 
assignments may be optional, it is not difficult to 
visualize the emergency when the acceptance of 
their assignment may be obligatory. As such 
contingency may develop, or does develop, our 
hospitals should give thought in season to provid- 
ing for voluntary aids to take over some of the 
hospital work which they can do intelligently and 
satisfactorily. 


One reviews the work of these aids with inter- 
est, and often wonders at the amount of service 
they give the hospital in its various departments. 
Much of this is voluntary service, but whether 
it is voluntarily given, or is paid for, it helps the 
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hospital a great deal, and we should use more 
of these aids and use them more frequently. 


If the hour must come when each of us must 
do “his bit” for his country, what better service 
can anyone render than the “Aids” give to the 
care of the sick in our hospitals? 


a 


Nurses and Medical Practice 


A question of growing importance to hospitals 
and the medical profession is, “How much actual 
medical practice does the physician want the grad- 
uate nurse to do.” 


The tendency of physicians in their offices, and 
sometimes in hospital, to entrust the nurse at- 
tendant to render medical or surgical services to 
the patient which the physician or his assistant 
should perform, is a growing one. Graduate 
nurses are doing intravenous medication, trans- 
fusions, spinal punctures, they carry out difficult 
parenteral techniques, and other procedures of 
major medical importance, that carry hazards for 
which the physician alone should be responsible. 


The graduate nurse is often given verbal in- 
structions to give drugs in doses and at times 
which she alone decides, and as she thinks the 
patient’s condition indicates. We are unwilling 
to admit that such occurrences happen in the 
hospital, but in many hospitals it is a daily ex- 
perience. The nurse, whether willingly or other- 
wise, follows the wishes of the physician, and as- 
sumes the responsibility for the consequences of 
her acts, which for reason of her inexperience 
and lack of knowledge she should not do. Physi- 
cians often object to interns or inexperienced 
graduates in medicine performing purely medical 
services which they frequently entrust to nurses. 


This practice must in. time lead to serious con- 
sequences. It is a dangerous practice, and is 
neither in keeping with the precepts of good hos- 
pital service, nor a safe practice for the patient. 


It is a growing evil, the cure for which lies not 
alone with the individual physicians who are 
violating the principles of medical practice and 
the medical law, but with the concerted action of 


the medical staff within the hospital, and the med- 
ical profession in the physician’s office or the 


patient’s heme. 


The practice should be given serious consider- 
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ation by the staffs of all our hospitals, for a close 
study would reveal that almost every hospital is 
concerned. Our graduate nurses are good nurses, 
competent to practice the profession of nursing. 
._They are not physicians and should not be asked 
to practice medicine, either as the staff nurse in 
the hospital, or the physician’s nurse assistant in 
his office or the patient’s home. 


——— 


Our Proprietary Hospitals 


In this country and Canada there are more than 
two thousand hospitals and sanatoria under pri- 
vate ownership and operation. Among them are 
some of our best institutions, in which both the 
professional and administrative services are main- 
tained upon high planes. Many proprietary hos- 
pitals falling within this category are members 
of the American Hospital Association and have 
been. for many years. 


For the larger part proprietary hospitals are 
small institutions, built by physicians in localities 
where there were no hospitals at the time, and for 
the purpose of providing a place where they could 
bring their patients and give them the care and 
attention which could not be provided in their 
homes. At no time was the thought or prospect 
of private gain placed above the desire of the 
physician-owner to serve his patients, and those 
of his professional colleagues in their trade areas, 
in the best way and with the best facilities that 
could be provided. 


Nor was charity forgotten by these institutions. 
As long as finances would permit, and oftentimes 
when it was a heavy burden. upon resources, these 
proprietary hospitals took care of the sick poor, 
with no other remuneration than the gratitude of 
their patients. 


These institutions built because of a necessity, 
and frequently financed by the country or small 
town doctor, have grown into larger and better in- 
stitutions. Many of them have been given to their 
cities and communities by the men who built, oper- 
ated and developed them; others were sold or 
given to churches and sisterhoods. All of them 
were assets to communities and monuments to the 
faith and charity of the physicians who built them. 


The American Hospital Association has always 
worked for the interests of proprietary hospitals 
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to the same extent and in a like degree as it has 
labored in the interests of the voluntary and the 


-tax-supported institutions. 


In the hearing on the National Health Legisla- 
tion before the Senate Committee, the Joint Ad- 
visory Committee opposed the hospitalization part 
of the program because of the building of new 
tax-supported institutions and the competition the 
hospitals would create with good hospitals already 
built by philanthropic or private funds in the 
same communities. 


The Joint Advisory Committee asked that no 
additional hospitals be built until the facilities for 
the hospitalization of patients in existing hos- 
pitals be fully utilized. Further, the Committee 
urged that instead of spending large sums for new 
hospitals the Government use our present hos- 
pitals for the care of the indigent sick and re- 
imburse the hospitals on a cost-of-service-given 
basis. 


The American Hospital Association for its part, 
and the other Associations, made no distinction 
in these hearings between different classes of hos- 
pitals. 


The proprietary hospital, whether owned by a 
single physician or by a group, has an established 
place in the hospital field. It has a fine tradition 
of community service, and in a majority of in- 
stances a superior service to sustain it. It was 
built in a time of great need, developed under 
many difficulties, and became established because 
of its value to its community. 


As a proprietary hospital it has paid taxes on 
its property, and subscribed willingly to all the 
legal conditions imposed upon any legitimate 
business enterprise, but what the proprietary hos- 
pital has done that other private business does 
not do, is the charity it has bestowed upon the 
deserving sick who were unable to pay for hos- 
pital service. If this benefaction for each hos- 
pital could be evaluated in terms of dollars, in the 
aggregate it would amount to a large sum each 
year, a sum much larger than the total of taxes 
which government imposed upon them. 


Government might well consider reducing the 
total of taxes assessed against the proprietary 
hospital, at least to the amount of charitable ser- 
vice it had given the indigent sick of its com- 
munity. 
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The Forty-First Annual Convention of the 
American Hospital Association 


celing the Sixth Biennial International 

Hospital Congress, which was to be held 
just prior to the Forty-First Annual Conven- 
tion of the American Hospital Association in 
Toronto last month, the latter convention, from 
the standpoint of attendance, program, exhibits, 
and general interest, was one of the most success- 
ful. Exclusive of the registration of the members 
of the National Association of Nurse Anesthetists, 
the Hospital Aids Association of Ontario, the 
Canadian Hospital Council, the Exhibitors, and 
the guests—in other words, exclusive of all 
registrants excepting the members and delegates 
of the American Hospital Association—more than 
three thousand hospital people attended this con- 
vention. The total registration was considerably 
over four thousand individuals. 


D ESPITE the regrettable necessity of can- 


The Convention Hall 


The American College of Hospital Administra- 
tors and the American Protestant Hospital 
Association had been in session since Friday, 
September 22. The official program of the Ameri- 
can Hospital Association commenced on Monday, 
September 25. Delegates, members, and guests 
poured into the city and, after completing their 
hotel arrangements, began to assemble in the 
main entrance of the Automotive Building on the 
Canadian National Exposition Grounds, where the 
Association convened this year, as in 1931. It 


was a reassuring pleasure to observe the meeting 
of members and delegates of a bi-national associa- 
tion such as this at its annual conference, because 
it demonstrated a feeling of warmth and friend- 
ship and congeniality which fortunately underlies 
its constituency—a factor of no little importance 
where united hospital planning and action are 
matters of immediate concern. It is this underly- 
ing good will among members and delegates that 
makes possible free and objective discussion on 
all phases of the problems presented at the various 
sessions and round tables. 


Exhibits Attractively Arranged 


The Convention Hall presented a stimulating 
picture, gay and colorful and the many and varied 
exhibits arranged in systematic and orderly 
fashion. The exhibits covered every variety of 
display dealing with educational, architectural, 
commercial and utility matters in hospitals. To 
many convention visitors it seemed almost a 
misnomer specifically to label any particular ex- 
hibit as “educational” since even the most frankly 
commercial of the “commercial” exhibits have 
their practical educational values for persons 
engaged in hospital administration. This is of 
course in line with the consistent effort of reputa- 
ble hospital supply dealers to perform their 
functions in such a way as to benefit the com- 
munity, the hospital, and the patient. Amply 
illustrating this larger purpose were the many 


The Opening Session of the House of Delegates 
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Scenes at the Toronto Convention 


Left to Right: Chenoweth, Parnall, and Bachmeyer Two Convention Old-Timers 
Olsen and Morrow 


Delegate Lamela, Puerto Rico, Is Not Amused by 
Michael Davis’s Story 


Two Council Chairmen Kansas City Shakes Hands with Detroit 
Wilson and Munger . D. M. Morrill and L. C. Austin 
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research functions demonstrated in the exhibits 
in the Convention Hall. As always, the education, 
architectural, and the gadget exhibits drew large 
groups of interested onlookers, who could not fail 
to be impressed by the many and varied activities, 
programs, purposes, and methods of the exhibit- 
ing organizations, committees, and groups. 


In each of the four corners of the Convention 
Hall there was a large meeting room with a 
capacity of one thousand persons. These halls, as 
in years past, were named in honor of persons 
whose work in the hospital field keeps their 
memories alive in the hearts of their friends and 
colleagues. The hall in the southeast corner had 
been dedicated to Leonard Shaw; that in the 
southwest corner to John A. Hornsby; that in 
the northeast corner to G. Walter Zulauf, M.D.; 
that in the northwest corner to Henry Adams 
Rowland; and that in the northwest hall of the 
mezzanine floor to Rev. J. H. Bauernfeind. In 
the center of the hall, just opposite the registra- 
tion desk, a large and commodious lounge had 
thoughtfully been provided for those members 
and guests who wished to stop for a few moments 
of relaxation in the midst of convention activities. 


House of Delegates 


The House of Delegates, which is only now 
beginning to realize its great importance in the 
structure of the American Hospital Association, 
reviewed a mass of recommendations and sugges- 
tions included in council and committee reports, 
all of which proceedings will be published in the 
November issue of HOSPITALS. 


The Program 


The program this year was distributed over a 
period of five days, the first regular sessions com- 
mencing Monday afternoon, September 25, and 
the last general round table adjourning Friday 
noon, September 29. 


On Monday afternoon, the Social Service 
Section, the Dietetic Section, and the Pharmacy 
Section got underway in the Hornsby, the Zulauf 
and the Rowland Halls, respectively. All three 
Sections were well attended although members 
were still registering at the main desk. Several 
unusually fine papers were presented at these 
Sessions. 


The President’s Session, as in previous years, 
convened on Monday evening. This year it was 
held in the brilliant Crystal Ball Room of the 
Royal York Hotel with Dr. G. Harvey Agnew in 
the chair. After the various addresses of welcome 
by His Worship Mayor Ralph C. Day of the City 
of Toronto, Mr. Chester J. Decker, president-elect 
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Discussing Convention Arrangements 
Left to Right: Caldwell, Ball, Rudesill, and Smelzer 


of the Ontario Hospital Association and Dr. 
W. A. Jones, president of the Canadian Medical 
Association, speaking on behalf of their respective 
constituencies, Dr. Agnew presented his brilliant 
Presidential Address, which appears elsewhere in 
this issue. Following this address, the president- 
elect of the American Hospital Association, Dr. 
Fred G. Carter, executive director of St. Luke’s 
Hospital in Cleveland, Ohio, was introduced by 
Dr. Agnew. 


Presenting of Awards 


One of the features of this event was the pre- 
sentation of the American Hospital Association 
Award of Merit by the Rt. Rev. Msgr. M. F. 
Griffin. The award to Dr. Malcolm T. MacEachern 
memorialized his great enthusiasm, his untiring 
energy, his ability and his wisdom, in the simple 
but heartfelt citation. on a beautifully decorated 
golden medallion engraved as follows: “Malcolm 
Thomas MacEachern, physician, author and ad- 
ministrator, whose contribution to the betterment 
of hospital service has made this world a finer and 
happier place in which to live.” 


Following this presentation, Albert G. Hahn, 
chairman. of the National Hospital Day Commit- 
tee, announced the following winners of the Na- 
tional Hospital Day Awards for 1939. 


Following the presentation of these awards, a 
bust of Florence Nightingale was presented to the 
American Hospital Association by Dr. Joseph R. 
Morrow of Bergen Pines. This bust is to occupy 
a permanent place in the newly remodeled head- 
quarter’s library of the American Hospital Asso- 
ciation. 


Immediately following adjournment of the 
President’s Session, a reception for all members, 


71 





Our Hosts in 1940 
Left to Right: Brown, Pollock, and Wood 


delegates and guests was held, providing an appro- 
priate occasion for renewal of old friendships and 
the making of new ones. 


The following three days of the convention were 
occupied by morning and afternoon sessions, pro- 
viding in papers of a high degree of excellence, 
and both interest and variety for persons con- 
cerned in particular specialized phases of hospital 
activity, as well as for those whose interests in 
the field are more general. 


On Tuesday were held sessions of the Tubercu- 
losis Sections, the Small Hospital Sections, the 
Business Management Section and the Adminis- 
tration Section. 


On Wednesday were held the sections dealing 
with Government or Tax-Supported Hospitals, 
Nursing, Hospital Service Plans, Construction and 
Mechanics, and Women’s Hospital Aids and 
Auxiliaries. 


On Thursday the program of the Section on 
Administration was continued. In addition, sec- 


tional meetings dealing with Out-Patient Service, 
Children’s Hospitals, Public Relations, Public 
Problems and other general matters were held. 


On Friday the General Round Table, as in 
former years, attracted a large group of interested 
and active participants. This year’s medalist, Dr. 
Malcolm T. MacEachern, with other leaders prom- 
inent in the hospital field, gave a wonderful 
demonstration of the possibilities for stimulating 
discussions inherent in this type of meeting, when 
it is properly managed and handled. 


The evening sessions of Tuesday and Wednes- 
day, following the President’s reception of Monday 
night, were given over to deliberations on such 
important organizational matters as trustee func- 
tions and government relations. The very provi- 
sion of such sessions as these emphasized the 
broader connotations of hospital administration 


Left to Right: Rt. Rev. Msgr. Griffin; Very Rev. Msgr. 
Healy, of Arkansas; Al Janka; M. Ray Kneifl, Secretary of 
the Catholic Hospital Association 


implied in community relations. On Tuesday 
evening, David B. Skillman, trustee of the Easton 
Hospital in Easton, Pennsylvania, presided for the 
second year over the deliberations of the Trustees’ 
Section. In the chair at the Wednesday evening 
session on “Our Government and Our Hospitals” 
was Dr. Michael M. Davis, chairman of the Com- 
mittee on Research in Medical Economics. 


The final evening function of the convention 
was the brilliant annual Banquet and Ball. Color- 
ful ceremonies of a type not frequently seen by 
those on the United States side of the border were 
lavishly provided by the Local Entertainment 
Committee of Toronto, whose notable efforts were 
climaxed in the dignified and impressive cere- 
monies attendant on the induction of Dr. Fred G. 
Carter as President of the American Hospital 
Association for 1940. 
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Hospital Services of Great Britain 
ARTHUR S. BAILLIEU 


[EpiTor’s NoTE.—This is first of a series of articles on American and European Hospitals. The 
author, Arthur S. Baillieu, was associated with the Committee of Management of the Royal Melbourne 


Hospital, Victoria, Australia, for seventeen years. 


Mr. Baillieu served as a member of the Committee 


of Management, as chairman of the Finance Committee, as vice president, and as president of this 


association during the seventeen years. 


In connection with the hospital and health program for Australia, he made a tour of hospitals in 
North America, in England, and in Central Europe, for the purpose of study and research in the hospital 
construction programs and health programs of the various countries. The manuscript is the report of 


his findings. | 


dom, the United States of America, and to some 

of the cities on the Continent of Europe, it was 
inevitable, perhaps, in view of my long association 
with hospital affairs, that I should have had the 
inclination to inspect some of the hospitals most 
recently erected in those countries, and when in 
the United Kingdom, to ascertain the extent of 
any changes which had taken place in the hospital 
system of the Mother Country since my visit in 
1929. 


A very fundamental change has been brought 
about by the 1929 Local Government Acts of Eng- 
land and Wales and of Scotland, which have revo- 
lutionized some aspects of the hospital system. 
Since the passing of these Acts, the public atti- 
tude towards health matters and to the hospitals 
of Great Britain has become markedly altered, 
and ill-health has become less an individual prob- 
lem or misfortune and more a public issue. It is 
not unnatural, therefore, that this changed atti- 
tude should be reflected in the running of British 
hospitals, and that the réle of those institutions 
should have responded to public opinion. 


In this and the articles to follow will be found 
a memorandum on the hospital services of Great 
Britain, and some particulars dealing with specific 
hospitals in Great Britain, the United States of 
America, and Europe. 


[’ the course of my visit to the United King- 


An. efficient curative and consultative medical 
and surgical service is unquestionably essential 
for the public health. It is proposed, therefore, 
to consider in this memorandum that part of the 
curative services of Great Britain which attracts 
most public sentiment, effort, and possibly money 
—the hospital system. The object is to give some 
general information with regard to certain of the 
hospitals in Great Britain, laying particular stress 
on modern developments and setting out some of 
the problems involved in maintaining a national 
hospital service. It is not possible in one memo- 
andum to discuss the whole problem of institu- 
tional provision for the sick poor and injured in 
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Great Britain. For instance, although there 
appears no evidence that modern medical prac- 
tice makes any sharp distinction between mental 
and other kinds of illness, all account of the men- 
tal hospitals will be omitted. Nor will a descrip- 
tion of the institutional provision for mental 
defectives or the provision for convalescence or 
of private nursing homes be attempted here. 


How People Enter the Hospitals 


A theoretical picture of the health services of 
Great Britain might portray every individual 
linked to an individual general practitioner, at all 
stages from birth to death, either as a panel pa- 
tient or a private patient; and the hospitals might 
be shown as centers to which an individual would 
be sent only for special investigation and treat- 
ment.' Rightly or wrongly, the view has been 
expressed that general practitioners, particularly 
in poorer areas, lack the equipment and facilities 
for adequate diagnosis and treatment.? Conse- 
quently many of their patients are sent to out- 
patient departments at the hospitals. In other 
cases the public go straight to the out-patient 
departments in search of the best service. So 
insistent did the demand for out-patient depart- 
ments become in London’s poorer districts, it is 
understood that many of the old Poor Law hos- 
pitals, despite official discouragement, were com- 
pelled to open them. 


Since 1930 the public general hospitals through- 
out Great Britain have been opening out-patient 
departments.* The rule that members of Hospi- 
tals Contributory Association should bring writ- 
ten instructions from their doctors to the out- 
patient departments, protects those associations 
from paying for services which a general practi- 
tioner should render. Except in an emergency, 
some hospitals refuse to see patients who do not 
bring a doctor’s letter. Despite the misuses‘ of 
the out-patient departments, which exist to a 
greater extent in some hospitals than in others, 
depending upon the practice of their different 
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administrations, these departments are doing pio- 
neer work to provide a large section of the com- 
munity with the services of consultants, special- 
ists, and specialist treatment. 


Much of the work done by out-patient depart- 
ments in England is done in Scotland by voluntary 
dispensaries. People who are not emergency cases 
are sent on from the out-patient departments to 
the wards for further treatment if necessary. 
Emergency cases are usually sent by general prac- 
titioners, who may recommend a patient to a par- 
ticular voluntary hospital or to a particular 
specialist on the staff of a hospital. Often enough 
a patient cannot get accommodation in a hospital 
before the lapse of considerable time, as big wait- 
ing lists testify. It is worth noting, however, that 
a closer analysis of those waiting lists sometimes 
shows, as the 1934 figures relating to 12 of the 
principal London hospitals indicate, that this in- 
adequacy of accommodation is often more appar- 
ent than real. At the same time, it cannot be 
denied that most areas in Great Britain urgently 
need more extensive provision of general and 
special hospital accommodation. The following 
table, which is taken from the Hospitals Year 
Book (1936), shows the number of beds avail- 
able; the number occupied daily and the percent- 
age of available beds occupied during 1935 in cer- 
tain general hospitals containing 125 or more 
beds: 


Percentage 
No. of No. of beds of available 
available beds occupied daily beds occupied 
Charing Cross.... 292 261.60 89.59 
Guy’s 642 554.40 86.36 
King’s College... 364 328.90 90.36 
699.20 80.65 
512.40 96.14 
265.50 90.92 
608.10 90.09 


Average 


Middlesex 

Royal Free 

St. Bartholomew’s 675 
St. George’s...... 334 299.70 89.73 
St. Mary’s....... 370 328.90 88.89 
St. Thomas’s..... 640 584.60 91.34 
University College 517 484.10 93.64 
Westminster ..... 256 226.40 88.44 


TOTALS 5,782 5,153.80 89.14 


Different Types of Hospitals 


Hospitals are either voluntary or public, special- 
ist or general hospitals. Specialist hospitals treat 
only one kind of disease or one class of person. 
General hospitals usually treat all kinds of cases 
except fever cases and sometimes chronic cases. 
The voluntary hospitals are corporate bodies re- 
sponsible only to their own subscribers, while the 
public hospitals are under the control of local 
authorities responsible to a democratic electorate. 
The British Medical Association’ believes that a 
continuance and furtherance of the work of vol- 
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untary hospitals is in the public interest. Most 
infectious disease and tuberculosis hospitals are 
public institutions. 


In 1929 a revoluntionary change in hospital 
policy was introduced by provision in the Local 
Government Act*® for England and Wales and the 
Local Government Act for Scotland’ enabling 
local authorities to provide general accommoda- 
tion for the sick in general, as well as for the sick 
poor, in what had until that time been known as 
poor law hospitals. 


At the same time under the provisions of this 
1929 Act,® certain functions formerly discharged 
by the poor law authorities relating to maternity, 
child welfare, and vaccination were taken over by 
the councils of counties and county boroughs. 
Functions relating to infant welfare, except where 
the council of a district had made provision for 
them under a Child Welfare Committee, were to 
be discharged by the counci’s of counties as being 
functions under the Maternity and Child Welfare 
Act 1918; whilst vaccinations were to be carried 
out as a function, relating to public health.® After 
1929 there were no longer two types of local 
authorities throughout the country, each with a 
stake in the hospital field, since, with the dissolu- 
tion of the Boards of Guardians in England and 
Wales and the Parish Boards in Scotland, the 
attempt to provide public hospital accommodation 
through bodies elected for such purpose came to 
an end.’° 


Voluntary Hospitals 


The character of the voluntary hospital," dur- 
ing the last thirty years, has gradually changed 
from that of an institution which almost exclu- 
sively served the sick poor, to that of a center. 
This provides, not only the poor, but four-fifths 
of the community, with specialist services which, 
owing to increased costs of modern improved 
methods of diagnosis and treatment, could not 
easily be obtained elsewhere. The public has like- 
wise changed its attitude towards the voluntary 
hospital and has come to expect this more exten- 
sive service. 


There are 1,072 voluntary hospitals in Great Bri- 
tain and Ireland,'* with accommodation of about 
87,000 beds. Of that number 160 hospitals with 
17,809 beds are in London; 733 with 53,580 beds 
in the rest of England and Wales; and 121 with 
9,912 beds in Scotland. Each of those institutions 
is an independent corporation under Governors,” 
who are invariably subscribers of a given amount. 
These Governors meet usually once a year to elect 
an executive body—the Board or Committee of 
Management.’ Each hospital is responsible for 
raising its own funds, financing its own expan- 
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sion and research, and providing hospital services. 
A voluntary hospital may be a cottage hospital 
with seven or eight beds, or a vast general hospital 
with over 1,000 beds, like the Edinburgh Royal 
Infirmary. * In 1934 these voluntary hospitals 
had an income of over £16,496,522. They treated 
1,293,985 in-patients and 5,942,971 out-patients.** 
They are served by the best surgeons and physi- 
cians in the Kingdom, and to them still come most 
of the more difficult cases. Attached to some of 
these hospitals are the medical schools which train 
all the doctors who qualify in Great Britain. 


The British Medical Association *7 recognizes 
that the main consideration in the admission. of 
a patient should be the medical suitability of the 
case; however, it is also desirable that there 
should be a system of investigation into the finan- 
cial position of applicants either by almoners or 
by officers appointed by the hospital. The Asso- 
ciation recognizes that the purely charitable side 
should be continued and that the voluntary hosi- 
tal should continue to admit and treat necessitous 
applicants free of charge. But where the patient 
possesses sufficient means or is the recipient of 
assistance from an external source or “body,” on 
whose recommendation the patient was admitted 
to the hospital, suitable payment from that source 
should be arranged. Thus is recognized a dual 
policy—one of free maintenance and service for 
the poor, to be provided for out of the general 
funds of the hospital and includes, free of charge, 
the attention of visiting medical staffs; and one 
of maintenance and service to be paid for, accord- 
ing to circumstances, by a patient with means, 
who may also receive the attention of visiting 
medical staffs but would, through the hospital, 
make a suitable remuneration for such attention. 


Payment for Treatment 


Since the War the public demand for institu- 
tional treatment has increased, and voluntary hos- 
pitals have had to provide accommodation for an 
increasing number of people.'® They have had 
gradually to abandon their policy of confining 
themselves only to the “sick poor.”’® Middle-class 
patients who cannot afford the charges of nursing 
homes are generally placed in the new wards or 
annexes attached to the voluntary hospitals, de- 
voted entirely to patients who pay for the ser- 
vices of the attending physicians and surgeons, 
and contribute toward their own maintenance.” 
In Manchester a “middle-class hospital” is being 
built on the grounds of the Royal Infirmary. Some- 
times provident schemes are run to enable middle- 
class patients to meet hospital charges. Other 
patients are generally charged according to their 
means. Funds so raised go to the maintenance of 
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the hospital. The honorary staff rarely receives 
payment. Alternatively, if a patient is a member 
of a Hospital Contributory Association free treat- 
ment is given because those associations make lib- 
eral grants annually to the voluntary hospitals 
within their area. Members of these schemes gen- 
erally pay 2nd or 3rd a week” and, besides free 
hospital treatment, they are usually allowed the 
free use of ambulance and other services. As an 
indication. of the importance of these associations, 
it may be pointed out that the Birmingham Hos- 
pital Contributory Association in 1934 had a 
membership of 470,000, and an income of 
£332,107. 


The Patient Now Pays Approximately Half 
the Cost of Treatment 


The effect of such measures on the finances of 
voluntary hospitals has been revolutionary,** since 
they now receive a large part of their revenue 
from the users of the hospital and from public 
authorities. Funds are received by voluntary hos- 
pitals from two sources: (a) Gratuitous Con- 
tributions, i.e. contributions from whatever source 
to which no such conditions are attached (either 
expressly or by implication) as would involve 
obligation of service on the part of the hospital, 
but are charitable contributions to be expended 
at the discretion of those to whom the manage- 
ment of the hospital is entrusted ;*> (b) Contribu- 
tions for services rendered or to be rendered, i.e. 
contributions for hospital benefit either by pa- 
tients themselves or on their behalf by individuals 
or associations, or in the case of local authorities 
payment made for the maintenanee and medical 
treatment of patients for whom these authorities 
are responsible. 


In 1934, 697 of the provincial hospitals in Eng- 
land and Wales had an income of £7,622,156 avail- 
able for maintenance. Of this amount 26.9 per 
cent came from workmen’s contributions, Hospi- 
tal Saturday funds, and Contributory Schemes; 
20.9 per cent from patients’ contributions; and 
8.09 per cent from public services.”¢ 


It is advocated by the British Medical Associa- 
tion *’ that, in the case of both public and volun- 
tary hospitals, contributions in accordance with 
their financial means should be made by the 
worker and his dependants. 


Subscription Income Maintained 


From data available it appears that the hospi- 
tals’ income from subscriptions, donations, and 
legacies has not fallen off. For example, in the 
area of King Edward’s Hospital Fund for Lon- 
don,”* which covers a radius of eleven miles from 
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St. Paul’s, the average income from subscriptions 
and donations was approximately £820,000 be- 
tween 1922 and 1927. It rose to over £1,000,000 
in the boom years between 1927 and 1930 inclu- 
sive. In the subsequent four years, it never fell 
below approximately £960,000. 


Despite the discovery of new sources of revenue 
by most of the hospitals since the War, and despite 
the maintenance of their total income from sub- 
scriptions and donations, 250 hospitals in Great 
Britain, representing one-third of the hospitals, 
making returns to the Central Bureau of Hospi- 
tal information, had deficits in 1933. Separating 
these hospitals into three groups (A, B, and C, 
according to their accommodation), the figures 
returned for the year 1933 show that in “A” 
group, consisting of fifty-eight of the larger hos- 
pitals each with an accommodation of more than 
100 beds, the average maintenance incomes were 
£28,500, and the average deficits £2,350; in “B” 
group, ninety-eight hospitals accommodating be- 
tween. thirty and one-hundred beds, the mainte- 
nance incomes averaged £7,300 and the deficits 
£750; and in “C” group, ninety-four hospitals, 
each with no more than thirty beds, maintenance 
incomes averaged £1,900 and the deficits £200. 
These average annual deficits, based on the re- 
turns for 1933, vary from amounts representing 
approximately eight per cent of their income, in 
the case of the larger hospitals, to ten per cent of 
their income, in the case of the smaller hospitals. 


So far as 1934 was concerned, for all hospitals 
making returns to the Bureau, the total surplus 
on maintenance account was £1,001,915;” this 
surplus did not leave much scope for future devel- 
opment which entails heavy expenditure. The 
surplus, too, is threatened by any rise in prices 
and by the demands for increasingly expensive 
scientific equipment and material. 


The change in the sources of revenue of the 
voluntary hospitals has led to changes in their 
control. Representatives of contributory schemes 
and of local authorities have taken their place on 
some hospital Boards of Management. With the 
growing financial dependence of voluntary hos- 
pitals upon payments by patients or prospective 
patients rather than by outside benefactors and 
with the freeing of public hospitals from the Poor 
Law, even the difference in control and philosophy 
between hospitals controlled by local authorities 
and hospitals which are independent charitable 
corporations appears to be less sharp. 


Finance 


Voluntary hospitals in Great Britain since the 
War have had to face the problem not of a de- 
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crease in income but of a continual and unavoid- 
able increase in expenditure, due to the growing 
amount of work and to the changed character of 
the work. Expenditure thus rose steadily up to 
1930. The increase was small during the depres- 
sion years, 1930 to 1933, when there was little 
increase in work and when prices were lower. 
During 1934 and 1935 there was an increase in 
work, and thus in expenditure, greater than, in 
years since 1930. 


The following table taken from the Statistical 
Review of King Edward’s Hospital Fund for Lon- 
don®® shows the annual surplus or deficit of the 
London voluntary hospitals from 1930 to 1934 
which is the last year for which figures are 
available: 

1930 1931 1932 1933 1934 
Number of hospi- 

tals with sur- 

pluses for the 

year 74 87 86 97 91 
Total of surpluses, 

pounds 
Number of hospi- 

tals with defi- 

cits for the year 71 58 59 48 54 
Total of deficits, 

pounds 


Net aggregate 
surplus, pounds. 81,000 77,000 102,000 242,000 93,000 


299,000 216,000 214,000 322,000 201,000 


218,000 139,000 112,000 80,000 108,000 


An interesting sidelight on the support afforded 
British hospitals is that the prolonged financial 
stringency did not have the adverse effect on the 
fortunes of the voluntary hospitals that was 
feared or even expected—indeed, the results dur- 
ing the darkest period of the depression were 
remarkably favorable in some respects; namely, 
there was a record number of hospitals showing 
a financial surplus and a corresponding decrease 
in the number of hospitals showing deficits. The 
financial position of individual London hospitals 
during the five years preceding 1935, may be 
judged from the following figures taken from the 
1935 Statistical Review of King Edward’s Hospi- 
tal Fund for London: 


32 Hospitals had 5 surpluses and no deficits 
25 Hospitals had 4 surpluses and 1 deficit 
36 Hospitals had 3 surpluses and 2 deficits 
25 Hospitals had 2 surpluses and 3 deficits 
18 Hospitals had 1 surplus and 4 deficits 

9 Hospitals had no surplus and _ 5 deficits 


In most cases the deficits shown were caused by 
circumstances unrelated to regular maintenance. 
Heavy expenditure was incurred by the voluntary 
hospitals in building improvements and in the 
installation of modern equipment. For this reason 
the deficits of individual hospitals cannot be 
regarded as characteristic of hospital finance in 
general. 
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Efforts at Cooperation and Exchange of 
Experience 


The voluntary hospitals have also made efforts 
to cooperate and to reorganize themselves. In 
Birmingham, the two largest have combined to 
build a new general hospital: Eighty-three volun- 
tary hospital committees have been formed in 
England and Wales to consult with the local 
authorities under Section 13 of the Local Govern- 
ment Act 1929.*:-*> In Scotland there are five 
similar regional bodies, but only one is active. 
There are twelve regional committees of the Brit- 
ish Hospitals Association, besides the central or- 
ganization.** This Association set up a committee 
in 1935,*7 under the chairmanship of Lord Sankey, 
to inquire into the position and policy of the vol- 
untary hospitals, and that Committee is still in 
session. 


Attached to the Association is the Central Bu- 
reau of Hospital Information, which acts as a 
clearing house of information for all the volun- 
tary hospitals. It makes contacts with the pro- 
ducers of hospital equipment. This Association 
also furnishes confidential information about the 
success or failure of various materials in use in 
other hospitals. It encourages the standardiza- 
tion of equipment and assists in group purchas- 
ing by hospitals. It is primarily responsible for 
publishing the Hospitals Year Book, an excellent 
statistical review of the finances, equipment, and 
work of nearly all the voluntary hosiptals in 
Great Britain and Ireland. 


The Public Hospitals (not Voluntary) 


The public hospitals in Great Britain form an 
essential and increasingly important part of the 
hospital system. The local authorities provide 
about 62 per cent of the total bed accommodation 
in Great Britain,** quite apart from any special 
provision, for mental patients and for mental de- 
fectives. In London, the bed capacity of the larg- 
est of these public hospitals is approximately 
twice that of the largest voluntary hospital. In 
Liverpool this difference is even more marked. 
The accommodation of the largest public hospital 
there exceeds that of the largest voluntary hospi- 
tal by four to one. 

Nearly all infectious disease cases and chronic 
cases are dealt with in these hospitals. There most 
of the institutional maternity work is done, and 
a large proportion of tuberculosis cases are 
accommodated. 


Development of Local Authority Hospital Service 


Prior to 1929 state-owned hospitals (generally 
known as Poor Law Infirmaries), in England and 
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Wales were built under the Public Health Act of 
1875 by county borough councils, municipal 
borough councils, urban district councils, and 
rural district councils. These hospitals were usu- 
ally infectious disease hospitals, although Brad- 
ford built a hospital for the general sick. County 
councils and county borough councils had special 
powers to make provision for tuberculosis cases. 
In London the Metropolitan Asylums Board pro- 
vided some accommodation for infectious disease 
cases.*? In Scotland all borough councils, county 
councils or district committees, if they existed, 
had power to build infectious disease hospitals.** 
In England and Wales the Local Government Act 
of 1929 modified the powers of the infectious dis- 
ease authorities by making the county council the 
supervisory authority except in the case of county 
boroughs. It also gave specific power to the county 
councils to build general hospitals for the sick. 
In Scotland the councils of the larger boroughs 
and county councils were made responsible under 
the Scottish 1929 Local Government Act* for pro- 
viding for infectious disease cases. 


“Appropriated” and “Provided” Hospitals 


Prior to 1929,** also, the Guardians in England 
and the Parish Boards in Scotland were improv- 
ing their Poor Law hospitals and treating many 
patients which were not strictly Poor Law cases. 
The 1929 Act** in England and Wales handed 
over the administration of the Poor Law and the 
Poor Law hospitals to county councils and county 
borough councils, and enabled those authorities 
to “appropriate” the Poor Law hospitals,* or, in 
less technical language, to convert them into gen- 
eral hospitals for the sick poor. In Scotland the 
1929 Act similarly handed over the Poor Law 
administration and the hospitals to councils of 
the larger boroughs and the county councils. It 
also enabled these authorities to provide general 
institutional accommodation for the sick, a power 
which they had not previously possessed.*® They 
can provide that accommodation in those Poor 
Law hospitals which still remain if they wish. 


In-patients and Out-patients 


In 1934, in England and Wales, county borough 
councils appropriated thirty-eight hospitals and, 
according to the 1935-36 Report of the British 
Ministry of Health, there were in England, at the 
beginning of 1936, forty-three general hospitals 
provided by county councils (including the Lon- 
don County Council) for the treatment of the sick 
under the Public Health Acts or the Local Gov- 
ernment Act 1929, and a further forty-four pro- 
vided for the same purpose by county boroughs. 
Those figures included children’s hospitals, con- 
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valescent homes, and a few other institutions. In 


addition fourteen institutions were provided by — 


the London County Council, 370 by other county 
councils, and sixty-four by county boroughs in 
England for the treatment of poor sick under the 
Poor Law Act. During 1935 all these hospitals 
recorded a total of 678,455 patients admitted and 
1,455,133 out-patient attendances. In Wales there 
were on January 1, 1936, five institutions main- 
tained under the Public Health Acts, but only one 
was described as a large general hospital. There 
were also in Wales forty-three Poor Law institu- 
tions provided by the local authorities for the 
treatment of the sick. In 1935 all those Welsh 
public hospitals and institutions admitted a total 
of 23,938 persons and recorded 13,298 out-patient 
attendances. The public hospitals do not, how- 
ever, handle anything like the amount of out- 
patient work as the voluntary hospitals.*7 In 1934 
only about five per cent of the out-patient attend- 
ances in London were at public general hospitals 
—the remaining ninety-five per cent being at 
voluntary hospitals. But, in the Continuation Out- 
Patients Department attached to the Municipal 
Hospitals in Liverpool, the out-patient attend- 
ances increased from 89,828 to 224,549 or 150 per 
cent between 1932-35.*° Although this may be 
exceptional, it represents a marked tendency of 
the public hospitals to develop out-patient 
departments. 


At the appropriated hospitals and some of the 
Poor Law hospitals there is provision for major 
surgical operations. The leading consultants of 
the districts generally serve them. In Scotland*® 
little progress has been made in taking over the 
Poor Law hospitals and few local authorities pro- 
vide general hospital facilities. Nevertheless, 
fifty-nine Poor Law hospitals provide much of the 
institutional treatment for the sick in Scotland. 
In Glasgow,*® for example, they provide 2,836 
beds, used by the destitute poor and by others, 
although all persons have to be admitted under 
an order of the relieving officers. 


Payment in Public Hospitals 


In. the appropriated and provided hospitals 
there is provision for surgical cases,°* and the 
leading consultants of the district generally serve 
these hospitals. Even in Poor Law hospitals sur- 
gical and other acute cases are sometimes treated. 
Admission to an appropriated or provided hos- 
pital®? can be obtained by anyone who resides 
within the area of the authority to whom it be- 
longs, whereas voluntary hospitals may refuse to 
take patients for various reasons and may send 
them to public hospitals.5* Unless, however, pa- 
tients are sent to an appropriated or provided 
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hospital under an order from a relieving officer, 
or are members of a Hospital Contributory 
Scheme which has an arrangement, as many of 
them have, with the public hospitals, they must 
pay for their maintenance according to their 
means.** Admission to the Poor Law hospitals 
can still be obtained only under an order from the 
relieving officer, although their administration is 
being steadily divorced from the Poor Law. 


Other Types of Service 


Apart from these general hospitals some 
authorities are developing public dispensaries 
and medical relief stations which do the work of 
out-patient departments.®® Infectious disease 
cases are often sent to hospitals run jointly by 
several authorities in England and Wales. There 
are eighty-nine joint boards representing munici- 
pal boroughs, urban district councils and rural 
district councils for the management of these 
hospitals. In London also the State and the Lon- 
don County Council have provided a British Post- 
Graduate Medical School** in connection with the 
Hammersmith Public Hospital. Before the foun- 
dation of this school there was no Post-Graduate 
Medical School in Great Britain. 


Hospitals and the Medical Profession 


The British Medical Association strongly advo- 
cates that every encouragement should be given 
to experienced private practitioners to enter into 
the work of the voluntary hospitals.*7 An age 
limit or tenure of office should be so arranged 
that there may be constant opportunity for a 
greater number of younger practitioners to form 
the visiting medical staffs and thus gain valuable 
experience in diagnosis and treatment, not avail- 
able outside an institution. Visiting staffs should 
be so organized that with an increased number of 
patients it may be possible to call upon increased 
staff of all grades. 


Regarding the qualifications of practitioners 
for hospital appointments,°* account should be 
taken of special studies, together with evidence 
of actual practice of the work required; previous 
appointments with their opportunities for the 
acquisition of experience should be noted, as well 
as private experience and the reputation of appli- 
cants in local medical circles. 


Advantages of the Voluntary System 


The voluntary hospitals enjoy the advantage of 
being autonomous bodies free to experiment 
boldly within the limits of their funds on new and 
sometimes expensive methods of treatment and on 
pioneer research work. In Great Britain thirty- 
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two of them are linked to the higher educational 
system of the country. It has been held, on very 
broad grounds, that the universities should not 
become state institutions but should remain 
autonomous bodies. Moreover, this bond means 
that only those who are judged able by their pro- 
fessional colleagues attain eminence in the medi- 
cal profession. Good professional standing is 
vital in a voluntary hospital where, as in Great 
Britain, the medical staff committee virtually 
appoints the staff. It gains further importance 
because a general practitioner, in the course of 
his private practice, recommends some consult- 
ants to his patients and does not encourage them 
to go to others. The voluntary hospitals receive 
not only the voluntary services of most of their 
medical staff but the voluntary help and assist- 
ance of many administrators and business men 
on their Committees of Management. 


The British Medical Association®® holds that 
the essence of the voluntary hospital system has 
been its independent and voluntary management, 
and is satisfied that this has proved to the advan- 
tage of the public, and that it has fostered the 
advancement of medical science. It is also 
strongly of the opinion that, in the interests of 
the community the voluntary hospital system 
should be maintained. It should be mentioned 
that the running of ladies’ committees, visiting 
committees, and linen guilds attracts an even 
wider range of voluntary service. There is one 
factor which the voluntary hospitals in Great 
Britain must recognize, namely, that the Local 
Government Act of 1929 brought into the hospital 
sphere an agency of power, responsibility, and 
substantial financial means. 


Questions Concerning the Voluntary System 


Arising out of evidence given before the Com- 
mission of the British Hospitals Association® on 
the future of the voluntary hospital system the 
following questions arose: 


Does it provide a service of the highest possi- 
ble efficiency? Is there prolonged delay in the 
admission of patients? Is the out-patient de- 
partment damaging the value of its service by 
throwing the door open too wide, offering treat- 
ment to persons not strictly in need of hospital 
care? Are patients kept waiting for long hours 
on hard benches in out-patient departments? Is 
proper contact maintained with private medical 
practice? Are the arrangements for the admis- 
sion of emergency cases as swift and business-like 
as possible, or is the general practitioner, anxious 
to admit an emergency case to the wards, kept 
for long periods at the telephone? These are ques- 
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tions to which it will not be attempted to give an 
answer in a review of this nature, but it has been 
suggested that occasionally the system involves 
an, overlapping of service and almost always en- 
tails tremendous efforts to raise money by meth- 
ods which are, not infrequently, expensive. The 
general consensus of opinion is that London vol- 
untary hospitals very often duplicate their appeal 
work and compete with one another for donations 
from the same sources. 


The Public System 


The public hospitals have the advantage of 
belonging to a unified and planned administrative 
system. They derive their funds in an ordered 
way from the public finances. Their administra- 
tion is in the hands of a democratically elected 
body.*: Their permanent staff does not rely on 
precarious private practices but on fixed salaries. 
Nevertheless, their dependence on state, county 
or municipal funds is a deterrent to boldness in 
experiment, and the tendency for “political” con- 
siderations to interfere in administration and par- 
ticularly in the appointment of the medical staff 
endangers their efficiency. 


Converging Tendency of the Two Systems 


It is worth noting that the distinction between 
the public and the voluntary hospitals still re- 
mains to be defined. The change in the composi- 
tion of the boards of management and of the 
finance of the voluntary hospitals has already been 
mentioned. The voluntary hospitals also do work 
for the local authorities such as carrying out their 
statutory venereal disease services in return for 
payment. Thus, through force of circumstances 
in the last ten years, they have become available 
for service in return for payment rather than 
exclusive distributors of charitable relief for the 
sick. At the same time the public hospitals have 
opened their doors to students. 


Local Schemes of Cooperation 


Apart from local government representatives 
on. boards of management and the appointment of 
the local Medical Officer of Health to the honorary 
staff of the voluntary hospitals, there are other 
methods of cooperation.** In some sixteen areas, 
out of a total of 146 county councils and bor- 
oughs,® in England and Wales eighty-three joint 
committees of the Voluntary Hospitals Committee 
and the Hospitals Committee or other committees 
of the county borough council or county council 
concerned with hospitals have been formed.* The 
purpose of these committees is to supervise all the 
hospitals in their area, particularly in regard to 
the amount and nature of the accommodation.” 
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In Manchester, for example, the Joint Advisory 
Board consists of ten representatives of the Public 
Health Committee and the Medical Officer of 
Health, eight representatives of the Voluntary 
Hospitals Committee, and five representatives of 
the University.** It has powers of advising the 
different authorities on new hospital accommoda- 
tion, the staffing of the hospitals and on research 
and medical education. In Scotland” there is only 
one joint committee which manages the very suc- 
cessful cooperation of the public and voluntary 
hospitals in Aberdeenshire and Kincardineshire. 
Here the local authorities combined to run a joint 
hospital service, and now collaborate with the 
voluntaries, including even the cottage hospitals. 
The Report of the Committee on the Scottish 
Health Services®** proposed that in Scotland simi- 
lar joint committees should be set up by statutory 
order and should have power to make recommen- 
dations on hospital extensions to the Department 
of Health. The Committee considered that the 
Department should be able to veto any hospital 
building, whether statutory or voluntary, if it 
considered it unnecessary. In other areas where 
there is no joint committee it is understood that 
collaboration is carried out by the Voluntary 
Hospitals Committee as in London. 


The Cambridgeshire Method 


The Cambridgeshire County Council’s Commit- 
tee and the local Voluntary Hospitals Committee 
have reached a very satisfactory arrangement for 
the allocation of patients in an agricultural area.” 
Under it the public hospitals take all “chronic,” 
“infirm” and nursing cases, convalescent, simple 
maternity, and even acute medical cases which do 
not require specialist treatment, while the volun- 
tary hospitals take major surgical, acute medical, 
and complicated maternity cases. 


Hospitals and Regional Problem 


In many urban areas there are now two types 
of hospitals, public and voluntary, providing the 
same service, yet there is little or no evidence to 
show that either type of hospital is redundant.” 
The opinion has been expressed, however, that 
development of this kind, in sparsely populated 
rural areas where there is an efficient voluntary 
service, might conceivably be wasteful. In Scot- 
land any wasteful overlapping is prevented by a 
provision™that the Department of Health must 
satisfy itself that all hospital accommodation, in- 
cluding that made by the voluntary hospitals, is 
inadequate, before it sanctions a local authority’s 
scheme. The adequacy of hospital accommoda- 
tion’? varies from region to region but reliable 
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data on this point is not available. In Scotland 
the Report of Hospital Services (Scotland) Com- 
mittee in 1936 emphasized the inadequacy of the 
accommodation for chronic, sub-acute and mater- 
nity cases in the Scottish industrial area. Almost 
always the voluntary hospitals serve an area 
larger than that covered by the county borough 
and county council boundaries.* In Liverpool, for 
example, residents in dormitory areas cannot gain 
easy admission to the public hospitals. 


The Highland Experiment—A Model Regional 
System 


An interesting example of a regional hospital 
and health service is that afforded by the High- 
lands and Islands Medical Service.’*-"* This is 
financed by a special fund at the disposal of the 
Department of Health for Scotland, and a com- 
prehensive service has been organized in the north 
and west of Scotland and in the islands. The most 
recent report of the Scottish Health Services rec- 
ommends a further annual grant of £50,000 for 
the extension of this Island service.*7 The Royal 
Northern Infirmary at Inverness has been devel- 
oped with the assistance of the fund to serve as 
a “base” hospital for the Northern Highlands. 
Five small voluntary hospitals are assisted by the 
fund. Six surgeons, who work in collaboration. 
with the hospitals, are paid partly by the fund, 
so that the services of a surgeon are within the 
reach of all inhabitants of the area. Hospitals 
have been built to accommodate patients, who are 
moved to hospital by steamer, and for the use of 
local cases. At the same time the doctors and 
nursing associations, which are assisted by the 
fund, work in close collaboration. with each other 
and the hospitals. The local authorities cooperate 
in this work and grants to them are made from 
the fund to enable them to utilize the air ambu- 
lance service, to install wireless and telephone ser- 
vices and to overcome the difficulties of bad com- 
munications, long distances and the vagaries of 
weather in providing an adequate health service. 
Thus, in this area, there is organized a unified 
medical service with cooperation between private 
practitioners, voluntary organization, local autho- 
rities and the state, which may well serve as a 
model for other areas. 


The Oxford Regional Proposals 


Another hospital regional scheme of interest, 
in view of Lord Nuffield’s two recent gifts of 
*£1,250,000 and **£750,000 and of his insistence 
on the cooperation of all the bodies working for 





*£1,250,000—See The Times, October 16, 1936 
**£750,000—See The Times, November 25, 1936 
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health is that now being developed around Oxford. 
An Oxford and District Joint Hospitals Board’ is 
to be set up, on which it is proposed to include 
representatives of the hospitals within the area 
(including the cottage hospitals), representatives 
of the Oxford City Council, the Oxfordshire 
County Council, the Banbury Borough Council, 
the Berkshire County Council and the Bucking- 
hamshire County Council and their principal 
medical officers, together with representatives of 
the local contributory schemes, of the University 
and of the local branch of the B.M.A. In this 
area there are no appropriated hospitals and some 
of the local authorities assist the voluntary hospi- 
tals with grants, so there is little competition be- 
tween public and voluntary hospitals; neverthe- 
less the Board is to keep in touch with the statu- 
tory authorities and is to work for the coordina- 
tion of the hospital services in the area.*° It is 
to have executive powers to raise funds to provide 
and to maintain the hospital and clinical services 
of the area and to allocate the income derived 
from special appeals. ; 


‘ Place of Voluntary and Public Hospitals in 
the Health Service 

The voluntary and public hospitals of Great 
Britain are necessarily the center of the highly 
skilled curative and consultative work of the medi- 
cal profession. In them most of the medical re- 
search work is carried out and it is there medical 
students get the greater part of their training. 
The British Medical Association, in its report re 
“Hospital Policy” in 1935,*: advocated the crea- 
tion of large general hospitals, which it termed 
“base” hospitals, closely linked to smaller hospi- 
tals and to the medical services in the area served. 
In this way it was thought that the growth of 
specialist hospitals would be checked and con- 
trolled. Modern medical practice prefers large 
general hospitals, dealing with every type of case 
except infectious and certifiably insane.*? More- 
over, it was generally felt that general practi- 
tioners should be linked more closely to the hos- 
pitals, and the report referred to suggested that 
home hospitals or home wards in hospitals should 
be created, where the general practitioner could 
treat his less serious cases. It would thus appear 
that the growth,** in recent years, of “out- 
patients” departments indicates that the public 
prefers and is increasingly demanding a type of 
service which the resources of the general practi- 
tioner cannot at present provide. It would, no 
doubt, be agreed that a patient’s first and most 
lasting contact with the curative services should 
be with the general practitioner, who knows the 
case history and home circumstances of his pa- 
tients in addition to the medical details.** It 


October, 1939 


would thus appear that the remedy lies in widen- 
ing the services rendered by the general practi- 
tioners and, by so doing, leave the hospitals free 
to concentrate more fully upon the specialized 
treatment which they alone can provide. Further- 
more, there is a feeling among medical practition- 
ers'in the United Kingdom that abuse of out- 
patient departments constitutes an illegitimate 
encroachment upon the sphere of the private 
practitioner and not infrequently damages the 
efficiency of hospitals.** 


Patients Traveling from Hospitals to 
Convalescent Homes 


The British Railway authorities have gener- 
ously agreed to provide concessions for patients 
traveling from hospitals to convalescent homes. 
Under that innovation, which is of quite recent 
date, they issue tickets at the reduced rate of a 
fare and a third for the return journey to patients 
traveling from “approved” hospitals which are 
members of the Association to “approved” con- 
valescent homes; also for the issue of tickets at 
the same rate to relatives or friends who wish to 
visit such patients at the convalescent homes, or 
to accompany the patients during the journey.* 


Books containing twenty-five vouchers with 
counterfoils are supplied to hospitals desiring to 
take advantage of the arrangement, and when 
further supplies are required it is necessary for 
the counterfoils of the used vouchers to be re- 
turned duly filled in. A charge of 2s. per book is 
made to cover cost. Vouchers for relatives or 
friends are different from those for patients and 
are prepared in separate books. There is a list of 
convalescent homes already approved for this pur- 
pose. It is necessary for the Association to submit 
the names of any others to the Railway Clearing 
House for approval before vouchers can. be issued 
to persons traveling to them. 


The following information is of general 
interest : 


1 For children under fourteen years of age the 
fare is one-half of the reduced fare charged for 
adults 

2 Hospital officers traveling to or from approved 
convalescent homes may use visitors’ vouchers 
if accompanied by patients on either journey 

3 The vouchers for both patients and visitors are 
issued by the Association and not by the railway 
companies 

4 The arrangement does not in any way interfere 
with certain special concessions granted some 
time ago by individual railway companies 

5 Separate books of vouchers are not necessary 
for each convalescent home. The vouchers can 
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be issued for use in connection with any ap- 
proved convalescent home : 

6 The tickets for patients are available for re- 
turn within three months, and those for visitors 
for return within five days (Sundays not 
counted ) 


B.M.A. pamphlet, “Hospital Policy,” Appendix F, 
page 27 

19 and 20 Geo. V., 1929, chapter 25, s. 27 

See s. 63 

See s. 27 (7) 

MacLean Committee Report, 1925 
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Administration and Integration of a Hospital 
Department of Physical Therapy 


PAUL A. SALZBERG, R.P.T.T. 


changes take place in the field of physical 

medicine. A more scientific approach, pains- 
taking research, and the guidance and supervision 
of the Council? on Physical Therapy of the Ameri- 
can Medical Association and the American Con- 
gress of Physical Therapy, have all materially 
contributed to the remarkable growth and prog- 
ress of physical therapy. 


In 1937, there were 2,200 hospitals in the 
United States reported as having physical therapy 
departments. Although statistics are not avail- 
able at present, this number must have consid- 
erably increased since 1937, because of rapid 
growth in the use of physical therapy as an in- 
valuable adjunct in modern medical and surgical 
treatment. 


Te past fifteen years have seen many 


Today, physical therapy literature virtually 
teems with papers and articles, the contents of 
which are confined primarily to the merits of new 
modalities, new techniques, and the use of these 
physical agents in the treatment of disease. 


Despite these gratifying manifestations of pro- 
gressive change, there are certain practical con- 
siderations vitally significant and essential to the 
proper growth and development of physical 
therapy that heretofore have been somewhat 
relegated to the background. These considera- 
tions must not be ignored if the physical therapy 
department is to become a truly integral unit of 
the modern hospital. 


The Director of the Physical Therapy 
Department 


“The? most important factors in a hospital 
physical therapy department are competent medi- 
cal direction and efficient physical therapy tech- 
nicians. Elaborate apparatus and machine ther- 
apy do not make a physical therapy department. 


“All the ingenuity and planning that go into 
creating the mechanical set-up will be wasted 
without a properly trained director in control. 
This physician, in addition to ground work in 
medicine and surgery, should have taken a post 
graduate course in physical therapy.” 


Physical therapy today is virtually a science 


Published with permission of the Medical Director, Veterans’ 
Administration, who assumes no responsibility for the opinions 
expressed or conclusions drawn by the author. 


October, 1939 


The Author 
@ Paul A. Salzberg is on the Staff of the De- 
partment of Physical Therapy of the Vet- 
erans’ Administration, Columbia, South Car- 
olina. 








unto itself. It embraces the use of many diversi- 
fied, highly technical procedures such as muscle 
and nerve testing, iontophoresis, corrective exer- 
cises, fever therapy, etc. 


Unless a physician has had special training and 
experience in this particular field, he does not 
possess the necessary background to assume the 
responsibility of directorship. 


In 1925, Kovacs? and Hirsch stated that the 
director of the physical therapy department 
should be a skilled specialist, the product of a 
“Class A” medical school, in addition to having 
had several years of general practice, plus 
adequate post-graduate instruction in physical 
therapy. 


According to the American College of Surgeons, 
the director* of the physical therapy department 
should be a physician who has had special train- 
ing in this branch of work, as well as extensive 
clinical experience. This is essential not only for 
the safety of the patient, but for the application 
of scientific treatment. 


Doctors Krusen,® Granger,® Shepley,’ Mock,® 


Payzant,® and other authorities in the field unani- - 


mously concur in the opinion that the director of 
the physical therapy department must be espe- 
cially trained in the work in addition to having 
wide medical experience. 


Due to a lack of sufficient physicians especially 
trained in physical therapy and to the indifference 
of the average hospital as to who shall direct the 
physical therapy department, we are confronted 
with an issue highly controversial in nature. 


Shall a physician, untrained in physical ther- 
apy, be assigned as a director of the physical 
therapy department in preference to a thoroughly 
qualified and registered technician? 


Dr. Coulter states “All doctors practicing+ med- 
icine today are not sufficiently familiar with the 
various forms of therapy to assume the entire re- 
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sponsibility for prescribing the most desirable 
form of therapy.” 


Obviously, the physician unfamiliar with phys- 
ical therapy procedures, cannot possibly discuss 
intelligently the rationale for physical treatment 
with the various members of the hospital staff; 
cannot carry out scientific treatment, and cannot 
contribute to the progress and efficiency of the 
department. 


On the other hand, the technician lacks the 
“professional status” so necessary to impress the 
staff with the “legitimacy” of this form of therapy 
and he does not have the proper background to 
assume the entire responsibility of directorship. 


It is the writer’s opinion that a physical therapy 
department can function at its optimum only with 
a qualified director in immediate supervision. 
However, if this is not possible, then a qualified, 
registered technician should be placed nominally 
in charge with limited powers of supervision. 


The director of a hospital department of phys- 
ical therapy should be remunerated on the same 
basis as the hospital roentgenologist and pathol- 
ogist. 


The choice of personnel, equipment, etc., should 
be the privilege of the director. He should en- 
deavor, when possible, to institute a program of 
instruction in physical therapy for the nursing 
staff and the medical staff. 


All patients referred to the physical therapy 
department should be examined by the director 
before receiving treatment. The patient should 
also be examined at regular periodic intervals by 
the director during the course of treatment and 
notes as to the patient’s progress should be made 
on his chart at these times. 


When the director deems it necessary, the pa- 
tient should be referred back to the “parent clinic” 
for further consultation or for cessation of treat- 
ment. 


The director should accompany the general staff 
of the hospital on rounds and point out the possi- 
bilities for physical treatment in those cases 
which are amenable to this form of therapy. He 
should present cases at staff conferences and also 
should discuss the indications for physical ther- 
apy in suitable cases presented by other members 
of the staff. 


He should decide’ upon those cases that will 
benefit from treatment, the type of treatment to 
be administered, when treatments are contra- 
indicated, and when treatments already pre- 
scribed should be terminated. 
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The Physical Therapy Technician 


“The guiding? hand of the director will count 
for nothing without the proper technical per- 
sonnel. Choice of the right technician will insure 
correct application of the prescribed treatments. 
The head technician of a department should be 
a graduate of an approved school and should be 
registered with the American Registry for Phys- 
ical Therapy Technicians. 


“If the aforementioned type of personnel is not 
available to the hospital, the considerations for 
starting a physical therapy department may as 
well be dropped until such personnel is available.” 


“Well trained‘ technicians are invaluable not 
only in carrying out treatment ordered but also 
in observing and reporting symptoms and reac- 
tions to treatment.” 


Dr. Krusen,* of the Mayo Clinic, concurs in the 
opinion that technicians should be registered with 
the American Registry of Physical Therapy 
Technicians. 


However, in order to be eligible for registration 
with the American Registry of Physical Therapy 
Technicians, it is necessary that the candidate for 
the Registry’s examination be a graduate of a 
school of physical therapy approved by the Coun- 
cil on Medical Education of the American Medical 
Association. 


For a candidate to enter an approved school of 
physical therapy, it is necessary that he satisfy 
one of the following requirements: 


(a) graduation from a college of physical 
education. 


(b) registered nurse 
(c) two to four years of college 


The prescribed course of study in physical 
therapy varies from nine to twenty-two months. 


These are higher educational requirements than 
were required for admission to most of our med- 
ical schools twenty to thirty years ago. 


Despite these rigid requirements, it is interest- 
ing to note that a recent survey’® by the American 
Physiotherapy Association elicited the fact that 
the average physical therapy technician receives 
a salary of but from $100 to $150 per month and 
a large number are paid considerably less. 


Further, many hospitals make no distinction 
whatsoever, when employing technicians, between 
qualified, registered technicians and technicians 
and nurses who do not possess adequate training 
and background for this type of work. 


Dr. Payzant states® “The training of nurses is 
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not of a character furnishing the necessary back- 
ground for this work, and those graduates in 
nursing who have taken courses of various 
lengths, in my experience do not become as a rule 
valuable workers in this field.” 


The late Dr. Frank Granger, who is remem- 
bered as one of the pioneers in the field and who 
helped to establish the high place that physical 
therapy holds in the medical profession, was of 
the opinion that nurses do not have sufficient basic 
training to make good technicians. 


In view of the above, is not the fact incongruous 
that a Committee'* of the American Congress of 
Physical Therapy recently made a recommenda- 
tion that technicians be responsible to the nursing 
department for their general behavior? 


Such an. arrangement would only lead to con- 
fusion and create problems and difficulties here- 
tofore nonexistent. Furthermore, it has generally 
been conceded by leading authorities in the field 
that a physical therapy department should be 
supervised only by a qualified medical director 
and to him technicians should be responsible not 
only for their technical work, but also for their 
general behavior, if this is necessary. 


The physical therapy technician should be re- 
munerated on the same basis as other fields of pro- 
fessional endeavor which require similar educa- 
tional requirements and entail duties of a highly 
technical and responsible nature. 


There are certain types of large metropolitan 
hospitals where it is not unusual for one tech- 
nician in the physical therapy department to treat 
thirty to fifty patients or more per day. Of course, 
quality of treatment must be sacrificed for quan- 
tity in these cases, and naturally the results are 
of questionable therapeutic value. 


“One® technician can administer no more than 
fifteen. to twenty treatments per day.” 


Physical therapy—scientifically administered— 
is a highly interesting, mentally challenging field 
with excellent research potentialities. However, 
physical treatment which is haphazardly admin- 
istered frequently tends to become a routine, me- 
chanized procedure. 


The effectiveness of any treatment is dependent 
to a considerable degree upon the ability, skill and 
interest of the individual administering said treat- 
ment. 


When, the interest of the technician begins to 
flag, the quality of the treatment he administers 
will inevitably suffer. The director should make 
every effort to encourage, maintain and stimulate 
the interest of the technicians in their work. 


Dr. Krusen of the Mayo Clinic makes it a prac- 
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tice to have his technicians accompany him on 
certain of his hospital rounds. The technicians 
are encouraged to discuss and suggest desirable 
forms of therapy in selected cases. This is a high- 
ly commendable procedure and might well be 
practiced in other institutions. 


It is also a good practice for the physical ther- 
apy department to hold weekly staff meetings 
where difficulties may be “ironed out,” literature, 
new modalities and techniques discussed, and 
where suggestions may be made for the general 
improvement of the department. 


The technician should be encouraged to ask 
questions concerning treatments so that he may 
appreciate and comprehend the rationale of the 
treatment he administers. He should also be en- 
couraged to take post-graduate courses, to attend 
physical therapy conventions whenever possible, 
and also to be invited to attend staff conferences 
and other medical meetings. 


Hospitals should foster the practice of allowing 
technicians to take time off for the purpose of 
visiting other hospital departments of physical 
therapy to observe and to learn the proper use of 
new physical modalities. 


Although it is essential that accurate records 
and statistics be kept in the physical therapy de- 
partment and that the department be kept scru- 
pulously clean, the hospital should provide the 
proper personnel for these purposes. 


It is unreasonable to expect the physical therapy 
technician to perform a large volume of clerical 
detail and also sundry menial tasks in addition to 
his regular duties. 


An efficient hospital administration should not 
require the physical therapy technician, a profes- 
sionally trained individual, to perform numerous 
menial tasks when the services of unskilled, lower 
salaried individuals could readily be utilized for 
such purposes. 


Dr. MacEachern states “all** cleaning of offices 
and in the adjunct and special departments of the 
hospital should be the responsibility of the house- 
keeping department.” 


Colonel Harold W. Jones of the United States 
Army, pays a warm tribute to the work of the 
physical therapy technician in his address to the 
graduating class of the Professional Service 
Schools (Army Medical Center, June 25, 1938). 


‘All of us’? who worked in the general hospitals 
in the decade following the close of hostilities are 
conscious of a great debt we owe to the courage 
and energy of the physiotherapists who demon- 
strated to us how our patients’ physical condi- 
tion and morale could be improved by the appli- 
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cation of the principles with which you are all so 
familiar.” 


The fact must be emphasized that if the status 
of physical therapy is to be raised, there must 
also be a commensurate rise in the status of the 
physical therapy technician. 


The Physical Therapy Department 


“The efficiency’ of the physical therapy unit 
may be gauged by the service that the department 
renders to the patient, the hospital, the community 
and the attending physician.” 


The department should be centrally located with 
passageways and cubicles of sufficient size to per- 
mit the free movement of stretchers, hospital beds 
and large equipment. 


The type and amount of equipment depends 
primarily upon the type of hospital; i.e., general, 
mental, tubercular, chronic, etc. 


It is not advisable to “stock up” on all physical 
therapy equipment because it will frequently be 
found that certain pieces of equipment will have 
little or no utility. It is a far better practice to 
purchase equipment only when a direct and per- 
manent need for it is manifested. 


There should be ample dressing and lavatory 
facilities provided for both patients and depart- 
ment personnel. 


In. those hospitals treating out-patients and also 
a large number of non-ambulatory in-patients, it 
is an expedient measure to place equipment fre- 
quently needed for bedside treatment, in some 
strategic place easily adjacent to all wards. 


The physical therapy department makes its 
greatest contribution to the welfare of the patient 
when the department is operated purely as a 
referral clinic. Since physical therapy is an ad- 
junct form of treatment, only those patients who 
have been completely “worked up” and diagnosed 
should be accepted for physical therapy treatment. 


“Patients” should be referred with complete 
diagnosis and all pertinent facts of the case, and 
with an. indication as to what may be accom- 
plished by the treatment.” 


A brief, uninformative prescription is inade- 
quate and unsatisfactory. It is a more satisfactory 
procedure to send the patient’s complete medical 
folder to the physical therapy department each 
time the patient is to be treated. If this is not 
possible, then the physical therapy request card 
should contain sufficient space for a brief but 
complete history including all laboratory and clin- 
ical findings. This procedure would minimize the 
possibility of patients receiving contra-indicated 
therapy. The interest of the technician would be 
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stimulated, thus enabling him to grasp more fully 
and appreciate the significance of the prescribed 
measures. Then the physical therapy department 
could more scientifically evaluate the effects of its 
various modalities. 


Chronic patients who require some form of pal- 
liative or supportive treatment for many months’ 
duration, should not be given consecutive treat- 
ment for too long a period of time. For the main- 
tenance of the chronic patient’s morale, it is wise 
to alternate periods of treatment with periods of 
rest; i.e., one month treatment, two weeks rest, 
etc. 


In certain types of hospitals, patients with com- 
paratively trifling ailments are hospitalized for 
long periods of time. Frequently in such institu- 
tions, physical therapy is prescribed almost ex- 
clusively as a placebo. This is not a reflection on 
the shortcomings of the physical therapy depart- 
ment, but instead an indication of indifference or 
ignorance on the part of those prescribing. 


Physical therapy should only be prescribed for 
a definitely stated period of time. The practice of 
prescribing physical therapy for _ indefinite, 
lengthy periods of time despite the fact that the 
patient has made little if any manifestation of 
improvement, is to be condemned. Physicians who 
refer patients to the physical therapy department 
for treatment should be encouraged to visit the 
department and observe the type of treatment 
their patients receive. 


The cooperation, of the medical and surgical 
staff is most essential to the growth and progress 
of a physical therapy department. An uninformed 
and uncooperative staff may readily transform an 
otherwise well set-up department into a “dumping 
ground” for malingerers, chronics, and incurables 
exclusively. 


In the interests of efficiency, it is advisable to 
make regular appointments for all treatments. 
When the physical therapy department of the 
large general hospital is required to treat a large 
volume of both out-patients and in-patients, it is 
a time saving method, when practicable, to treat 
men and women on separate days and to make 
group appointments on a half hour schedule, the 
number in the group to be dependent upon the 
number of technicians, the number of treatment 
booths, beds, and the types of equipment avail- 
able. The patients should be grouped so that the 
various modalities in the treatment booths may 
all be utilized. 


It has been found practicable in, the large phys- 
ical therapy department treating a large volume 
of patients and using many diversified modalities, 
to designate and assign certain technicians to 
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administer regularly the various specialized phys- 








ical procedures such as muscle and nerve testing, 
fever therapy, corrective exercises, hydro-gym- 
nastics, etc. 


To the modern hospital, the physical therapy 
department is as indispensable a therapeutic unit 
as the x-ray and pathology departments are in- 
dispensable as diagnostic units. 


“Properly organized,’ properly located, and 
properly staffed, the physical therapy department 
of the modern hospital will accomplish much in 
the restoration of normal function, improvement 
of patient’s morale, shortening his period of dis- 
ability and in the alleviation of human suffering. 
It will prove a most valuable asset to the institu- 
tion.” 

References 
1 Carter, Howard A., Council on Physical Therapy, 
Archives of Physical Therapy, X-ray Rad. 17:235 
April 1936 
2 Council on Physical Therapy: J.A.M.A., 110:896 
(March), 1938 
3 Kovacs, R., and Hirsch, A.: The Physiotherapy Dept. 
and the Hospital, American Journal of Electrothera- 
peutics and Radiology (November), 1925 





——<>—__— 





Coulter, John S., Physical Therapy Dept. in Small, 

Medium and Large Hospitals, Hospitals, 54-57 (De- 

cember), 1937 

5 Krusen, Frank H., Physical Therapy in the Hospitals; 
Hospitals, 11:54 (August), 1937 

6 Granger, Frank B.: Physical Therapeutic Technic, 
Philadelphia, W. B. Saunders Co., 1929 

7 Shepley, Earle E.: How to organize a Department of 
Physical Therapy, Modern Hospital (June), 1934 

8 Mock, Harry E.: Physical Therapy and Occupational 
Therapy in Fractures, Archives of Physical Therapy, 
19:625 (Oct.), 1938 

9 Payzant, Claude L.: Physical Therapy in Modern 
Hospital, Hospitals (April), 1937, 85-87 

10 Kovacs, Richard: Place of Physical Therapy in Or- 
ganization of a General Hospital, Archives of Phys- 
ical Therapy, X-Ray & Radium, 15:685 (November), 
1934 

11 MacEachern, Malcolm T.: Hospital Organization and 
Management. Physicians Record Co., Chicago, 1935, 
page 753 

12 Jones, Harold W.: History of Dietetics and Physio- 
therapy in the U. S. Army, Hospitals, 30-33 (July), 
1938 

13  Hazenhyer, Ida May: Physical Therapy as a Voca- 
tion, The Physiotherapy Review, 19-119 (May-June), 
1939 

14 Kovacs, Richard, et al: Study on Economic Aspects 
of Physical Therapy. Archives of Physical Therapy, 

20:107 (February), 1939 


Removal of Boiler Scale 


Accumulations of scale on the water side of a 
steam boiler materially reduce its steaming effi- 
ciency. The scale acts as an insulator and as 
little as 1/16 inch is said to reduce the steaming 
efficiency by ten per cent. 


It frequently happens that a boiler compound, 
which is entirely adequate to prevent scale if used 
as a routine, will be ineffective to remove an old 
accumulation of scale. 


Scale may be removed by chipping but it fre- 
quently happens that the worst scaling occurs in 
the least accessible places. In this case recourse 
to some scale removing solution may be required. 


There are three types of solutions in common 
use for this purpose—an alkali, an inhibited acid, 
or kerosene. 


In the alkali method, draw fire, let boiler cool 
down, remove top manhole cover and add about 
thirty-five pounds each of soda ash and caustic 
soda; fill to within eight inches of top (well above 
working water level), build fire, and allow to sim- 
mer for forty-eight hours (manhole cover still 
off) ; then draw fire, drain, and hose out the heavy 
sludge. If not entirely effective, repeat once a 
month until all scale is gone. 


In the inhibited acid method, cool boiler, remove 
manhole cover, add about four per cent of commer- 
cial muriatic acid and a corrosion inhibitor and 
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simmer for six to twenty-four hours; then drain 
and wash out thoroughly. This method works 
well with sulphate scales. Test by removing some 
pieces of scale and treating them with muriatic 
acid. Violent bubbling or solvent action indicates 
the method will work. 


In the kerosene method, cool and drain boiler, 
remove top manhole and pour in from three to 
five gallons of kerosene per 1,000 square feet of 
boiler surface. While pouring in kerosene, splash 
or throw it around to distribute as widely as pos- 
sible, particularly in the areas of heaviest scaling. 


Then fill boiler slowly with hot water, taking 
as much as twenty-four hours to fill up to within 
a few inches of the top manhole cover, still off. 
Heat boiler moderately—barely up to boiling— 
for twenty-four to seventy-two hours. Draw fire 
and drain rapidly. If some scale seems to be 
loose, but not fallen off, pound on these areas and 
loose scale will come off. Then hose out the sludge 
thoroughly. This process may not be entirely 
effective the first time, but may be repeated after 
boiler has been in use a week or more. 


Some engineers fear the kerosene process, due 
to the possibility of kerosene collecting between 
boiler metal and scale which has not fallen off. 
Careful inspection after draining and pounding 
over areas from which scale has not yet fallen 
will obviate this difficulty. 
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Modern Trends in Anesthesia 


CHARLES J. BETLACH, M.D. 


few years and is certain to make progress 

in the years to come. Departments of an- 
esthesia are being organized in many hospitals, 
and these departments are gradually taking over 
some of the overload of other departments. 


é, NESTHESIA has made progress in the last 


Anesthesia can cooperate with surgery by tak- 
ing care of preoperative medication and estimat- 
ing risks attendant upon the administration of 
an anesthetic. Therapeutic and diagnostic blocks, 
treating excited patients, convulsions, and depres- 
sions following overdose of sedatives are some of 
the medical problems that can be taken care of by 
the anesthetist. 


Gas therapy and resuscitation are two orphans 
that can be very easily taken over by a depart- 
ment of anesthesia—and of course, an anesthesia 
department can cooperate with hospital admin- 
istration through economy of gases and supplies. 


Surgeon and the Anesthetist 


The development of anesthesia for surgery has 
reached a stage where the surgeon can expect 
a great deal of the anesthetist. He may expect 
the anesthetist to be familiar with the action of 
many sedative and anesthetic drugs, and be famil- 
iar with the method of their administration. The 
surgeon may expect advice regarding the anes- 
thetic agents and methods of administration 
which are likely to produce the best operative 
conditions, and at the same time assure the pa- 
tient the best chance for recovery. The surgeon 
should be able to depend on his anesthetists’ eval- 
uation of the patient’s condition throughout the 
operation. 


The Trend in Anesthesia 


The present trend in anesthesia is toward care- 
ful selection of the proper anesthetic agent or 
combination of agents, and after that selection 
has been made toward securing optimal results 
from their administration. The trend has led 
to a diversification of anesthetic agents, and 
methods of their administration. Although the 
majority of patients can be anesthetized satisfac- 
torily by the use of ordinary anesthetic agents 
and methods there is a definite advantage in 
using special agents and methods in about 35 per 
. cent of the cases. 


The discovery of two short-acting barbiturates 
has brought to the front the intravenous method 
of administration of general anesthetics. 


88 


The Author 


@ Dr. Charles J. Betlach is Chief of the De- 
partment of Anesthesia, Cook County Hos- 
pital, Chicago, Illinois. 





Evipal soluble and more recently pentothal 
sodium are capable of producing satisfactory an- 
esthesia for short operations. Pentothal sodium 
is considerably more potent than evipal, and for 
that reason is a more satisfactory drug. The 
induction with a 5 per cent solution of pentothal 
sodium is quick and pleasant; maintenance is sat- 
isfactory for operations of short duration, and 
not requiring a great deal of muscular relaxation, 
and recovery is usually uneventful. The inter- 
mittent injection technic as described by Lundy is 
the method of choice. Two to four cubic centime- 
ters are required for induction in a period of 15 to 
25 seconds, and from that point on the drug is 
administered as it is needed. These two drugs 
depress the respiratory center and for that rea- 
son, respiration should be watched very closely. 
The intravenous method with barbiturates pro- 
duces a completely fireproof method. 


Divinyl] ether has been introduced and sug- 
gested as a substitute for diethyl ether. It pro- 
duces a quick induction and rapid recovery, but 
the results do not seem to be as satisfactory as 
with diethyl ether. It is, however, satisfactory 
in some short operations not requiring much re- 
laxation. 


Cyclopropane retains its popularity in many in- 
stitutions, but in others it has lost favor because 
of the publicity attached to several recent ex- 
plosions. In clinical practice, the volume of cyclo- 
propane in oxygen seldom needs to exceed 20 per 
cent, which is within the limits of inflammability ; 
so extreme precautions should be taken whenever 
cyclopropane is administered. Because the gas is 
expensive, it is necessary to employ the carbon 
dioxide absorption method of administration. An- 
esthesia is induced rapidly, and relaxation ap- 
proaching that of ether is quickly attained. This 
anesthetic agent deserves a place among the use- 
ful anesthetics. 


Intratracheal Anesthesia 


Ninety per cent of the difficulty that is en- 
countered in the administration of an anesthetic 
by inhalation may be avoided by the insertion of 
an intratracheal tube. A Magill intratracheal 
soft rubber tube of large caliber may be inserted 
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through the nose or mouth and then through the 
glottis into the trachea. The tube may be used 
as an airway when ether is administered by the 
open drop method, or it may be connected to a 
gas machine, and gas, with or without ether, may 
be administered either by insufflation or inhala- 
tion. The method permits easy, quiet respiration, 
that facilitates exploration in operations in the 
upper portion of the abdomen, and reduces intra- 
cranial pressure in operations on the brain. In 
certain operations on the head and neck, it pre- 
cludes the necessity of the apparatus and an- 
esthetist’s hands encroaching on the field of op- 
eration. For operative procedures within the chest, 
the method facilitates the control of intrapul- 
monary pressure. The safety of the patient is 
increased because artificial respiration or insuffla- 
tion of oxygen is made easy. 


Local and Regional Anesthesia 


Local and regional anesthesia are gradually be- 
coming more and more favored as special methods 
of anesthesia, because of the high factor of 
safety. Spinal anesthesia has fallen into disfavor 
in some institutions primarily because of the poor 
results caused by improper administration. It 
definitely is a very useful method of anesthesia 
and should be used when indicated. 


Sacral block is a time-tried method, but it is 
not as generally used as it might be. For oper- 
ative procedures that involve the anus and rectum, 
it is the anesthetic method of choice. One may 
produce just as thorough anesthesia and relaxa- 
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tion with this method as with spinal anesthesia. 
In cases in which the sacral method has been em- 
ployed, the patient is less likely to retch and 
vomit during the operation than he is if spinal 
anesthesia had been used, and in the postopera- 
tive period there is no occurrence of headache 
from lumbar puncture. 


For many orthopedic operations on the extrem- 
ities, local anesthesia is satisfactory. For acute 
fractures ten to twenty cubic centimeters of a 
one per cent solution of procain may be injected 
into the hematoma and anesthesia and relaxation 
of the muscles may be obtained. 


Brachial Plexus Block 


Brachial plexus block is a very useful method 
in cases in which severed tendons of the hands 
and wrists are to be sutured. Many of these pa- 
tients arrive in the hospital shortly after having 
partaken of a heavy meal thus making general 
anesthesia hazardous. By blocking the brachial 
plexus, complete sensory anesthesia may be ob- 
tained, but motor power is frequently retained. 
The patient is able to move certain muscles when 
he is told, and the surgeon is thus aided in find- 
ing the proper ends of severed tendons, which 
should be sutured together. 


Besides these special methods of anesthesia 
there are many others, such as various combina- 
tions of local and intravenous, local and gas, and 
others which give satisfactory anesthesia, and 
assure the patient the best chance for recovery. 
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American Hospital Association Award for Meritorious Achievement 
Conferred on Dr. Malcolm Thomas MacEachern, September 28, 1939 
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Scenes at the Toronto Convention 


A Group of Canadians The Sergeants at Arms at Work 


Stephens Presenting the Hotel Dieu Gavel 


Stephens Tells Haywood a Story Jarrett and Smelzer 
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Study of 500 Consecutively Admitted Group 


Hospitalization Cases 


H. L. ROCKWOOD, M.D. 


one of the charter member hospitals 

among the group of Cleveland hospitals 
organized not for profit, which in 1934 placed in 
operation a group hospitalization plan operating 
as the Cleveland Hospital Service Association. 


Mo SINAI Hospital, Cleveland, Ohio, is 


Ward or semi-private accommodations were 
made available, separate contracts for each of 
these classes of accommodations being sold to em- 
ployed wage earners. At first, contracts were 
restricted to groups of not less than ten individ- 
ual wage earners. Later, as reserves were ac- 
cumulated, families of employed wage earners, not 
including children over eighteen, have been ac- 
cepted. Maternity cases, excluded at the start, 
have recently been made eligible for hospitaliza- 
tion under the benefits of the contracts now be- 
ing sold. More than 200,000 subscriber contracts 
are in effect, each contract guaranteeing subscrib- 
ers a maximum of twenty-one days’ hospitaliza- 
tion in any contract year. Annual premiums for 
ward contracts are $7.20 for individual wage 
earners, or $18.00 for the wage earner and his 
family. For semi-private accommodations the 
subscription rate is $9.00 for the individual wage 
earner, or $22.80 for himself and family. 


Actuarial Data 


The actuarial data available to safeguard finan- 
cial soundness at the time of inaugurating the 
plan were limited, but one day of hospitalization 
per subscriber per year was accepted as a safe 
risk. Experience has shown that this figure of 
one day pay year for each subscriber is adequate 
under normal conditions to meet the demand for 
hospitalization by the subscriber membership in 
the aggregate. During 1938 the total days of 
hospitalization, as shown by the annual report of 
the Association, were 90,112. With 200,000 or 
more subscribers’ contracts in effect at the pres- 
ent time, 200,000 potential days of hospitalization 
per year may be anticipated. 


Of importance to hospitals, participating as 
member hospitals, is the ratio of ward and semi- 
private contracts in effect. At present, many more 
contracts for semi-private accommodations are 
in effect. The ratio is approximately one ward 
contract for every three semi-private contracts. 
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Increase in Number of Days of Hospitalization 


At Mount Sinai Hospital the number of days 
of hospitalization rendered subscribers has been 
steadily increasing. In 1937, subscribers were 
rendered seven per cent of the total patient days. 
In 1938, this percentage had increased to 11.3 per 
cent. During the first half of 1939, 23.4 per cent 
of all patient days have been furnished to the 
subscribers of the service association. 


This increase in recent years has been due 
largely to the increased number of contracts in 
effect. The time has been too short to determine 
the relative increase from year to year due to 
other causes. Obviously, a relative increase is 
inevitable as average age of subscribers eligible 
for hospitalization under these contracts in- 
creases. Barring epidemic conditions, the greater 
amount of hospital care rendered patients in gen- 
eral hospitals is required by patients over thirty 
years of age. As group hospitalization plans grow 
older the actuarial effect of increasing age among 
subscribers is bound to be a factor of great im- 
portance in maintaining financial soundness. The 
principal offset to increased financial liability from 
this cause is in the decrease of maternity cases 
as the age incidence of the subscriber group in- 
creases. 


Some useful data indicating the present trend 
of demand on general hospitals participating in 
group hospitalization plans are furnished in Table 
No. 1. This table has been compiled from a study 
of 501 subscriber patients admitted consecutively 
for hospital care at Mount Sinai Hospital. 


The number of subscriber patients requiring 
delivery room service, as shown in item six of this 
table, is low due to the fact that maternity cases 
have not been entitled to group hospitalization 
benefits until the past year and a waiting period 
of one year is required from date of contracts 
before benefits are available for maternity cases. 


It will be noted that many subscriber patients 
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TABLE NUMBER 1 


Mount Sinai- Hospital, Cleveland, Ohio 
501 Consecutive Admissions of Subscribers Holding Contracts for Semi-Private or Ward Accommodations 


Total Subscriber Patients 

Average Number Days of Stay 

Subscriber Patients requesting more expensive accom- 
modations than provided for by contract 

Subscriber Patients requiring X-ray Service 


Subscriber Patients requiring Operating Room Service 287 


Subscriber Patients requiring Delivery Room Service. 


utilize their group hospitalization contracts to ap- 
ply on accommodations more expensive than pro- 
vided by their contracts. This fact is an important 
point for consideration in estimating potential in- 
come to the hospital. In the series studied, 22 


Total Subscribers 
Number Per Cent 


Semi-Private 
Ward Subscribers 
Number Per Cent Number Per Cent 


100.0 439 87.6 62 12.4 
a 8.9 we 9.2 


20.5 93 21.2 10 16.0 
28.0 119 27.1 21 34.0 
57.3 250 57.0 37 OE 

3.4 16 3.6 1 0.6 


per cent of the hospital income derived from these 
cases, including income from more expensive ac- 
commodations when requested, was paid by sub- 
scriber patients for items not covered by their 
contracts. 





Frozen Foods 


The processes of preparation and distribution 
of frozen fruits and vegetables are developing so 
rapidly that this comment may be out of date 
by the time it is read. There are a few fruits for 
which the right process has not yet been found, 
but such as have been found adaptable offer the 
consumer a source of supply superior to the fresh 
article found on the market. One investigator 
has found that peas harvested and quick frozen 
in California had lost less than half as much vita- 
min at the time of receipt in Boston as had the 
local fresh product harvested one day and deliv- 
ered the next. While loss of flavor can not be 
measured as accurately as loss of vitamin, there 
is much evidence that it is quite as marked. This 
is due to the fact that in the quick frozen product 
the average time between harvesting and freez- 
ing is estimated at less than a half day, while 
the delay between harvesting and delivery of the 
fresh product to the consumer is very rarely less 
than a full day, most often two to three days, and 
not rarely four to five days 


Another advantage of the quick freezing proc- 
ess is that the short delay between harvesting and 
freezing permits the grower to delay harvesting 
until the fruit or vegetable is at its best quality 
without hazarding a loss in transit or handling. 


For the hospital there is an added economy due 
to the size of package in which the frozen food 
is delivered. Vegetables are delivered in five to 
ten-pound packages; fruits in ten to fifteen, and 
in some cases thirty- or even fifty-pound pack- 
ages. This is in addition to the domestic twelve- 
ounce size. It is thus possible for the dietitian 
to carry varying sizes of packages to suit her 
needs, and thus avoid any wasteful “carry over.” 


Also, if refrigeration facilities are available she 
can carry several days’ supply on hand in a varied 
assortment. The kernel types of vegetables, such 
as peas, limas, and corn, are now available, each 
kernel is frozen separately instead of all in a block. 
Thus any desired quantity can be issued, even toa 
single portion. 


This very much simplifies menu making, as the 
dietitian is freed from the necessity of last minute 
changes necessitated by changes in the available 
market supply or price, or to the day-to-day fluc- 
tuations in quality and flavor of the fresh product, 


Similar advantages are found in the use of 
frozen poultry, as with frozen fruits and vege- 
tables. There is, however, the added fact that 
the poultry freezing plants normally freeze their 
product for interstate use, and thus come under 
the meat inspection regulations of the United 
Sates Department of Agriculture, an assurance of 
standard quality and against misleading labeling. 


Information on Welding in Hospitals 
Available 
Valuable suggestions for saving time and money 
in hospitals by means of oxy-acetylene welding 
are presented in a recent publication, “How Hos- 


pitals Use Welding.” This pamphlet describes 
and illustrates several applications of oxy-acety- 
lene welding which a number of economy-minded 
hospitals have developed for use in the repair and 
maintenance of existing equipment, and in the 
fabrication of new equipment such as furniture 
fixtures and accessories. 

Copies of this pamphlet are available without 
charge from any office of The Linde Air Products 
Company, or from the company’s general office, 
30 East 42nd Street, New York, New York. 
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Purchase and Care of Anesthesia Supplies 
R. M. PORTER 


ITHIN the last decade all of us have 
WY sive much more thought to the economic 

value of the commodities we use in pro- 
fessional practice. This thought has aroused our 
curiosity and we have asked such questions as, 
“How good is it, comparatively?” “What is it 
made from?” “How long will it last?” In other 
words, if we intelligently purchase supplies today 
we must ask, “What is it?” “How much does it 
cost?” “How shall we treat it after we get it?” 
A good anesthetist may need only to know the 
proper use of the commodities handled by her. 
They may be purchased by someone else and kept 
in a general store room until the anesthetist re- 
quisitions them for her own use. 


However, in this economic era we should have a 
fair knowledge of the products we use daily, for 
after all the cost of these items individually con- 
tributes to our departmental expenses. We shall 
attempt to point out a few salient facts regarding 
the history, purchase, storage, and handling of 
the more recent and more controversial items. 


Let us first consider a few of our chemical com- 
pounds. We have in the United States three books 
containing standards for medicinal and remedial 
agents. Namely: the United States Pharmacopeia, 
The National Formulary, and New and Non-Of- 
ficial Remedies. The United States Pharmacopeia 
is published every ten years by the United States 
Pharmacopeia Revision Committee who, with their 
numerous sub-committees composed of the fore- 
most men in pharmacy and medicine, attempt to 
set up standards for those medicaments which 
have withstood chemical trial and may at that 
time be considered rational therapeutic agents. 


The National Formulary is a book of standards 
published by the American Pharmaceutical Asso- 
ciation. It carries standards for those products 
which are not necessarily rational in their use 
but the demand for which is so great that a recog- 
nized standard is deemed necessary. This book 
is also published every ten years just following 
the publication of the United States Pharma- 
copeia. Each of these publications is recognized 
as an official publication under the Pure Food 
and Drug Act. Therefore, any manufacturer 
labeling his product under the official title as listed 
in the United States Pharmacopeia or National 
Formulary guarantees that his product conforms 
to the standards set down by these books. He 
is, at the same time, subjecting himself to the 
penalties inflicted under the Pure Food and Drug 
Act if it should be found that his product does 
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not conform to the standards. However, the 
manufacturer may label his product with a quali- 
fying term such as commercial, medicinal, etc., 
and may in this manner hoodwink the buyer. 


It is very evident that the publication of these 
two books of standards every ten years does not 
keep pace with the rapid development of medica- 
ments today. Therefore, the Council on Pharmacy 
and Chemistry of the American Medical Associa- 
tion publishes annually, with periodic supple- 
ments, New and Non-Official Remedies. This book 
has no legal status under the Pure Food and Drug 
Act. It does serve a definite purpose in that the 
manufacturer who wishes to have his product ac- 
cepted by the Council is very guarded about the 
claims made for the medicament and the Council, 
at the same time, attempts to bring forth stand- 
ards for the item as rapidly as they are available. 


The United States Pharmacopial Standards 


For many of our chemical agents, we have the 
United States Pharmacopial or U.S.P. standards, 
such as ether, oxygen, nitrous oxid, ethylene, ethyl 
chloride, and some of the barbiturates; other 
items such as pentobarbitol, ortol, vinethene, etc., 
are recognized only in New and Non-Official Rem- 
edies. The person handling or buying medica- 
ments should become as familiar with the symbols, 
U.S.P., N.F., and N.N.R. as he is with the stop 
and go sign of a traffic light. To label a medica- 
ment or chemical “medicinal” means little or 
nothing. It merely indicates that the manufac- 
turer himself considers his product suitable for 
medicinal use. For example, medicinal oxygen 
does not necessarily mean that the gas contained 
in that cylinder conforms to the U.S.P. require- 
ments. The letters U.S.P., however, place the 
vendor in a liable position. Aside from the label 
on the product we must remember the old adage, 
“The priceless ingredient of every product is the 
honesty and integrity of the maker.” 


There is much discussion about “How much 
shall we pay for ether?” “In how large a pack- 
age may we procure it, or may I say in how small 
a package shall we procure it?” Anesthetic ether 
is manufactured by at least three of the most 
trustworthy and competent chemical manufac- 
turing houses in the world today. Ether for 
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anesthetic purposes was introduced by one of 
these houses some years before the other two 
manufacturers offered ether for anesthesia. How- 
ever, the other two have manufactured ever so 
many of the very complex organic chemicals re- 
cently developed in medicinal science. 


There is little reason to believe that the large 
manufacturers of analytical chemicals, who have 
as their clientele the most exacting chemical engi- 
neers and research workers of which there are so 
many thousands today, could not prepare a prod- 
uct such as ethyl ether of the highest purity. The 
United States Pharmacopeia states that Ether, 
after once being opened, should not be used after 
twenty-four hours. The Pharmacopeia was just 
recently revised and many of the country’s best 
chemists considered all the literature that had 
been written on this subject before including this 
statement under the monograph AETHER. Cer- 
tainly such a scrutiny of the literature combined 
with the expression of numerous of our foremost 
scientific men can well be relied upon. 


Personally, I would trust such a decision much 
more than that of any single man irrespective of 
his renown in any particular field. Furthermore, 
in the last revision of the Pharmacopeia you may 
note that on page 37, monograph AETHER, we 
have specifications given for anesthetic ether spe- 
cifically; whereas, on page 42 we have specifica- 
tions given for solvent ether. This was, no doubt, 
done to classify and impress upon the consumer 
the fact that there are two separate and distinct 
types of ether of the same chemical formula. 
These men working on the revision of the United 
States Pharmacopeia further decided that they 
would again include in this monograph the state- 
ment that ether, to be used for anesthetic pur- 
poses, should be purchased in small containers and 
should not be used, after the container had been 
opened, for longer than twenty-four hours. 


Purchasing Ether 


Many of us perhaps use quarter and half pound 
cans, which we purchase at a premium, when we 
could well purchase this ether in pound cans at a 
considerable saving. I frankly see no reason why, 
in very large hospitals, five-pound cans of ether 
could not be handled satisfactorily. I wish to im- 
press upon. you the one fact that the compilation 
of the standards in the United States Pharma- 
copeia represent a most extensive amount of re- 
search and scrutiny of all works and opinions 
published by workers in various fields. I fear 
that many of us not realizing this, still just 
wrangle in our own minds the size package in 
which we should buy our ether. I know of three 
reliable sources for anesthetic ether today. 
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Are we not inclined to jump at conclusions in 
critical cases where the operative patient has 
had ether as an anesthetic and do we not blame 
the chemical many times and overlook our own 
fallacy or the poor surgical condition of the pa- 
tient? I refer you to the article by Bradshaw in 
the September issue of the American Journal of 
Surgery. 


Ether is an extremely active chemical. For this 
reason I am sure many of our accidents and un- 
fortunate reactions with ether, which we consider 
the manufacturer’s fault, may be due to improper 
handling. Manufacturers have for years at- 
tempted to find a perfect answer to the problem 
of keeping ether from deteriorating in a can. 
Some manufacturers have said carpet tacks; 
others, iron wire; others, copper lined tins. Any 
chemical that needs to be stored and packaged 
under such conditions must be handled with ex- 
treme care after the package is opened. I am 
sure most of our ether troubles could be traced to 
accidental contamination with minute amounts of 
some catalyst or just plain carelessness. Certainly 
when transferring ether from large cans to in- 
dividual containers, it should be done in a place 
apart from the surgery proper. Preferably in a 
ventilated room where the vapors would be per- 
mitted to escape readily. 


Cyclopropane 


Another of our most recent anesthetic agents 
demands our attention, namely: cyclopropane. 
Unfortunately cyclopropane has not been avail- 
able over a long enough period of time. There- 
fore, exacting requirements have not been worked 
out, as they have for such other gases as oxygen, 
ethylene, and nitrous oxid. We are somewhat at 
the mercy of the manufacturer and we must, to a 
certain extent, depend on the honesty and integ- 
rity of the manufacturer until such time as chem- 
ists have studied and observed for a greater 
period of time the properties of this gas. Cyclo- 
propane chemically is 1, 3-Dichlorpropane, pro- 
duced by chlorination of a gas propane with the 
aid of heat. Some attention needs to be given 
to the storage and chemical properties of cyclo- 
propane. Cyclopropane, as you are aware, is an 
inflammable gas and if allowed to accumulate in 
any considerable quantity will form an explosive 
mixture. The following is a table of the inflam- 
mability limits based on a per cent by volume 
according to the findings of Jones and Kennedy: 


Anesthetic Atmosphere Lower Upper Authority 
Ether Air 1.8 25.9 as Ob ike 
Ethylene Air 3.0 28.6 J. & K. 
Cyclopropane§ Air 3.0 8.5 B. & W. 
Ethylene Oxygen 3.1 79.9 J. -& KK. 
Cyclopropane Oxygen 2.5 50.0 B. & W. 
HOSPITALS 








OQ ms 


a a a a ee ae ae ae ae ee ee ee Sl ae ee oe eh CU 


1as 


nis 
in- 
ler 
er 
at- 
m 
in. 


ny 
ed 


to 
of 


ly 
ce 


l- 


ee | a oe | 








Cyclopropane has an additional hazard from 
our standpoint due to the fact that it has a very 
mild odor, hence leakage is not readily detected. 
Furthermore, from the storage standpoint, low 
concentrations of cyclopropane exert potent anes- 
thesia. For this reason it should not be stored in 
an enclosed place without a good circulation of air. 
If there should be accidental leakage, sufficient gas 
might accumulate to anesthetize a person walking 
into and working in. that room or area. In this 
respect cyclopropane seems to present a somewhat 
greater danger than ether because ether, due to 
its powerful odor gives ample warning, where 
only a small amount of vapor escapes. I believe 
from the standpoint of odor, cyclopropane is the 
trickiest thing that you people, as anesthetists, 
must guard against. So far as its tendency to mix 
with other gases and to form an explosive mix- 
ture is concerned, the work done to date seems to 
indicate that it is really a very inert chemical 
from the chemical viewpoint. Such chemicals as 
a general rule do not show much evidence of any 
rapid deterioration. It should, therefore, be 
stable for a much longer period of time without 
the extreme caution in packaging and storage 
that is required with ether. 


Rubber Goods 


May we consider a group of commodities used 
extensively by the anesthetist: rubber goods. 
Surely you know all about rubber. We have 
known rubber from the day that we were six 
weeks old and our mothers took us to visit Aunt 
Mary, clad in rubber, to the day that Aunt Mary 
bought us the rubber doll, to the time that we 
were given a rubber ball, on to the day that we 
started to school and found a piece of rubber on 
the end of our lead pencil. And so on to the tire 
on the modern motor car, and the zeppelin of the 
airways. Rubber is manufactured from the life 
blood of the rubber tree. A product known as 
latex. Latex behaves very much like human 
blood. The rubber chemist, believe it or not, is 
required to be somewhat of a biochemist in the 
plant world. Latex must be drawn from the 
rubber tree only during certain seasons of the 
year. After being drawn. from the tree, latex 
will coagulate the same as blood. It may be 
“citrated” to prevent coagulation by the addition 
of ammonia. A drop of latex under the micro- 
scope appears to be made up of many small par- 
ticles, each having a nucleus somewhat identical 
with the blood cell. 


A Phenomenon 


Rubber latex is always in motion, the particles 
are ever bounding one from the other. It was 
this curious phenomenon of the apparent life in 
rubber latex that caused the rubber chemist to 
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attempt to make a rubber preparation which had 
extremely long life. Anode rubber was the an- 
swer. For many years latex was collected from 
the trees, put in vats, and stirred to promote 
coagulation. At the same time it was smoked 
over a fire. This smoking was done for the same 
purpose that we smoke meats, namely: to pre- 
serve this product from fungi and bacterial action 
while in the hold of the ship on. its months long 
journey from the African jungle. To facilitate 
packing, and not to be too space consuming, this 
smoked product was run through large rolls into 
vats. This rolling and heating and stirring de- 
vitalized the rubber. In other words, we might 
say that we shipped the coagulated blood of the 
rubber tree. This product was known. as smoked 
sheet. With the advent of faster steamers, bet- 
ter ventilation on board vessels, and improved 
methods of packing it was found that it was un- 
necessary to smoke this crude rubber. However, 
the liquid was coagulated as before and the same 
milling process resorted to, hence, we still had 
de-vitalized rubber. This product was known as 
sponge sheet. Today, with still more rapid means 
of transportation. and better chemical knowledge 
of rubber latex, the “citrated” latex, “citrated” 
by the addition of ammonia, is shipped to this 
country in tank boats. From the coast it is 
shipped inland in tank cars. With our knowledge 
of the chemical properties of this latex we have 
been able to develop the rubber product of to- 
morrow, anode rubber. 


Anode Rubber 


Many of you, no doubt, have had some experi- 
ence with this product. The term “Anode” rub- 
ber indicates a process. This term was given. this 
process because of the fact that when it was first 
discovered that rubber was negatively charged, 
and that we could take a positively charged elec- 
trode (technically known as the anode), and by 
introducing an electric current, could rubber 
plate the positively charged electrode the same as 
we do silver or chromium plating. It was further 
discovered that the product so formed had about 
ten times the life of former rubber products 
which were known as a molded type and cement 
type. The old style water bottle or catheter, is a 
good example of molded goods, and the old style 
rubber glove is a good example of cement goods. 
There are three essentials in the curing of a 
rubber product: first, rubber; second, heat; and 
third, sulphur. In the manufacture of molded 
items, the compound which contains sulphur along 
with the other chemicals and crude rubber, was 
placed in the mold and then subjected to heat. 
Sometimes as in the case of hot-water bottles and 
ice collars, fabric was inserted in this compound 
in an attempt to strengthen the article. 
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Rubber Gloves 


In the manufacture of rubber gloves the crude 
rubber was cut with a solvent, in other words 
put into solution. Porcelain forms were dipped 
into this solution and a small adherent film would 
then affix itself to the porcelain form. The form 
was withdrawn, allowed to dry, dipped again, and 
again allowed to dry. These dippings were car- 
ried out as many times as was necessary to ob- 
tain the desired thickness. One of the objections 
to this procedure from the manufacturer’s stand- 
point, was the elimination of bubbles due to 
uneven drying or irregular air currents in the 
room. Particularly was this true of the product 
made by the small manufacturer. The standard 
thickness for the medium weight surgeon’s glove 
is ten one-thousandth’s of an inch. In the curing 
of a product as thin as this it was possible to 
subject the formed glove on the forms to sulphur 
vapor and effect the cure in this manner. 


A Discovery 


After it was discovered that latex could be 
brought to this country in what we might call a 
vital form or may we say the life blood of the 
rubber tree, still possessing vital energy, and the 
fact that it would deposit itself upon an anode 
with the aid of electricity, it was found imprac- 
tical to carry out this procedure in mass produc- 
tion. Therefore, the rubber chemist developed 
what is known as an anode solution, which has 
the property of fixing this rubber latex to any 
form. The sulphur in this case is contained in 
the latex solution along with any pigments. Fol- 
lowing this dipping the product must be heat 
treated in some manner. The manner being 
selected being dependent upon the commodity 
being manufactured. 


Latex Products 


Products, when properly made in this manner 
from latex, should have many times the life of 
molded or cement type products, for the simple 
reason. that the rubber latex has not been de- 
vitalized before manufacture. You, no doubt, 
think of rubber as being water proof. Rubber 
products absorb water readily. A rubber chem- 
ist came to me recently and asked about the use 
of re-breathing bags. He stated that the manu- 
facturers of gas machines had passed on to them 
complaints stating that their customers had com- 
plained of the bags rotting out in the bottom. 
There is one simple reason for this. 


Whether it be anode rubber or molded goods, 
those of you who have a practice of leaving water 
stand in the bottom of your re-breathing bags and 
give them no chance to dry out are shortening 
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the life of your re-breathing bags many, many 
times. Gloves that are allowed to lie in a steriliz- 
ing solution will absorb water until a size seven 
glove may become a size eight. Do you not recall 
having seen catheters and rectal tubes which ap- 
peared to swell up like “poisoned pups”? This 
happens in every hospital. 


We put rectal tubes on to boil in the sterilizer, 
go away and allow them to boil for several hours 
perhaps, come back and turn the sterilizer off 
and let them lie in the water. In this instance 
let me assert one point that makes for inferior 
rubber goods. The size of the rubber particles 
or may we say corpuscles of rubber latex vary 
from one ten-thousandths to one twenty-five- 
thousandths of an inch. Rubber products must 
have some porosity or they would not absorb 
water. If we add pigments or particles of sulphur 
which are larger than the rubber particles them- 
selves, we have as a result a coarse, poorly con- 
structed piece of rubber goods of low tensile 
strength, which absorbs water readily. Sulphur 
that goes into rubber compounds is today milled 
in a colloidal mill to the extent that it appears 
as a liquid. No doubt you are all familiar with 
the sulphur that your mother used to mix with 
molasses. This is one place where the unscrupu- 
lous manufacturer can make a short cut and cut 
his production cost through insufficient milling of 
his chemicals and pass the savings on to you. 


Drying Latex 


In the case of the latex or anode rubber, which 
we previously mentioned, this latex contains a 
large amount of moisture and must be thoroughly 
dried before it is cured. The unscrupulous manu- 
facturer may hurry his product at this point and 
hasten the drying process or should we say, elimi- 
nate part of the drying process and cure a water 
logged glove. In handling rubber goods, appre- 
ciate the fact that it is rubber and from whence 
it came. Do not expect it to withstand the tortures 
of steel. Anode rubber or latex rubber is going 
to be the rubber sundry of tomorrow. Due to its 
great elasticity and to the fact that a thin film 
has the strength of a much thicker piece of molded 
rubber, its use in the form of ice collars and hot 
water bottles, is desirable. This thin film has the 
feel of a baby’s skin and it conforms naturally 
and readily to the contour of the body. 


Why not make an inspection of your hospital 
and see how you are treating your rubber goods? 
Chlorine is an enemy of rubber. Believe it or not 
so are sterilizing temperatures which are higher 
than those at which the material was cured. 
Keep the temperature down. The upper limits 
for rubber gloves 255° F. to 260° F. 
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Medical Records 


JESSIE HARNED 


EDICAL record libraries are large or 
M small, depending on the size and type of 
hospital. In each case, the demands to 
be made upon the department should be outlined 
as Clearly as possible by the administrator of the 
hospital, to suit the needs and to meet the limi- 
tations of that particular hospital. The func- 
tions of such a department vary but little in any 
type of hospital, except that each small detail 
established within a routine may be elaborated 
upon or minimized to suit the volume of turn- 
over estimated by the daily census. 


We are told that the medical case record of a 
patient, whether it is a case of major or minor 
illness, must contain certain landmarks in the 
identification of the patient and sufficient descrip- 
tion of the normal and abnormal findings to verify 
the diagnosis and to justify the prescribed treat- 
ment. Since the medical record library is the 
guardian of these volumes of medical case records, 
we may easily understand that the yardstick of 
measure or criteria on which all our evaluations 
are made, will depend wholly upon the proper or 
improper make-up of the case records and the 
proper or improper use of them. 


It seems logical, then, that we discuss first of 
all an outline by which to build the medical case 
record to completeness and later the functioning 
of the medical record library by the proper use of 
the case record. The following is the outline for 
a complete case record which is in general use in 
hospitals throughout the country. It is stated in 
simple terminology, as follows: 


1 Data sufficient to identify the patient. 

2 Complaint stated in the patient’s own words. 

3 Familial strains or tendencies toward hered- 
itary diseases. 

4 Personal history of a narration of the pa- 
tient’s illnesses from birth. 

5 Present illness of the patient, along with all 
his subjective symptoms. 

6 Physical examination made by the physi- 
cian which should contain all the observa- 
tions made in general and those made by 
the consultants. This examination should 
include all important details of normal and 
abnormal findings in the body as a whole, of 
the regions, of the systems and of the or- 
gans. 


October, 1939 


The Author 
@ Jessie Harned is the Record Librarian at 
Duke Hospital, Durham, North Carolina. 





7 It should contain all special findings of the 
roentgenologist, biochemist, and pathologist. 


8 Following the complete examination, with 
the special reports included, should come the 
clinician’s impression of the name of the dis- 
ease found. 

The treatment—whether it be medical, sur- 
gical or special. 

If surgical, a report of the operative findings 
and the detailed description of the surgical 
procedure. A report of the anesthesia 
should be included. 


All special treatments. This includes a re- 
port from the specialists—diets, x-ray ther- 
apy, physical therapy, etc. 


Nurses’ notes and graphic sheets. 


Progress notes or a narrative description of 
the patient’s response to the treatment 
given. The last note should always contain 
a statement of the condition of the patient 
on the date of his discharge from the hos- 
pital and a note made of the disposition of 
the case. 


Final diagnoses should be written on the 
day of discharge and should justify the 
treatment of the case. Diagnoses should be 
given by both the clinician and the patholo- 
gist. 

A complete report made of the pathological 
findings should be given in case of autopsies. 
Follow-up notes or notations made of all 
subsequent visits to the physician should be 
included. 


Records made on emergency or so-called minor 
cases should contain sufficient data to verify the 
diagnosis and to justify the treatment, in addi- 
tion to sufficient data to identify the patient; for 
example, if a man comes into the hospital with 
the smallest of razor slashes, we must include in 
our case report a detailed description of it in 
order to justify the use or the omission of anti- 
septics or the number of sutures employed. 


In our visits to hospitals throughout the coun- 
try, we have acquired the knowledge that all units 
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are arriving at practically the same end results, 
as far as the functions are concerned, and-they 
are also doing this in a similar manner. Since 
our ultimate aim is entirely practical, the evalua- 
tion of a record library set-up requires only an 
analysis of the various uses for completed hospi- 
tal records and an estimate of their adequacy for 
such uses. The outline we have quoted has been 
found to include most of the facts which are of 
value in later use of the record, although it seems 
impossible to include all the facts which may be 
of value in the future. 


Purpose of Organization 


The possible requests which may come to the 
medical record library may be classified as to the 
uses to which records are put, roughly: practical, 
statistical and scientific. To organize the record 
library department for these purposes, we find 
that we are required to cover but few steps in 
establishing a routine by the use of which every 
case record may be made applicable to all of the 
above three purposes. This routine will naturally 
begin with the admission of the patient. 


The admitting officer may or may not be a mem- 
ber of the record library personnel, but the record 
library must be made responsible for assigning 
the correct number given to the patient’s case 
record. An alphabetical file of the names of all 
patients is, therefore, an obvious necessity. The 
card in this file must have the same data as that 
on the case record in order that the patient may 
be properly identified. The unit system of num- 
ber assures that the patient receives the same 
number, no matter how many admissions he may 
have. 


Method for Handling Records on Discharge of 
Patients 


After a number is assigned to the patient by 
the record library, this department, as a rule, 
sees no more of the record until the patient is 
discharged from the hospital. On discharge, the 
record should come directly to the department, 
be assembled in proper order, and checked by the 
record librarian for completeness. The proper 
order of a case record should follow closely the 
outline mentioned in the above description of a 
complete case record except the front sheet, which 
ordinarily contains a summary of each individual 
admission. 


All incomplete records should be returned by 
the librarian to the person responsible for the 
omission of the necessary details. All complete 
case records are ready for the nex! several steps 
in the routine. These include cataloguing or 
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cross indexing of diseases and operations, mak- 
ing the essential statistical reports required by 
the hospital, and accrediting cases to services and 
physicians. After this, the case record is ready 
for the file for subsequent reference as requested 
by the physician for research, etc. 


Methods as simple as this would naturally make 
one wonder why there should be any delay in 
providing information when reports and research 
are requested. Here the human element enters, 
and hours and days of persuasion and effort are 
often necessary to induce various people respon- 
sible, to complete their parts of the record. Nei- 
ther the medical record librarian nor her admin- 
istrative superior should regard this as time 
wasted. The physicians are, quite naturally, more 
interested in today’s patients than in those dis- 
charged from the hospital yesterday or last week. 
It is only when the same patient or a similar case 
appears the next month, or after a year-long in- 
terval, that they are completely aware of the ben- 
efits of systematic record-keeping. 


Putting the medical case record through the 
routine previously described, results in the fin- 
ished unit which is to be employed for the three 
purposes or functions of the department. 


For Practical Purposes 


Since the patient comes first in importance in 
the functioning of the hospital itself, so also is 
the patient considered first in importance in the 
medical record library. For practical purposes as 
regards the patient, our primary purpose is to 
keep detailed memoranda in the form of a case 
record as a reference for future illnesses. As a 
further practical purpose, the case records may 
also be referred to when identification of the pa- 
tient is necessary. The administrative or busi- 
ness office and the physician will find a means of 
identification of unlimited value on many occa- 
sions because it may be used in financial adjust- 
ments or in the re-admission of the patient. The 
case record may be used in medico-legal cases in 
which it is necessary in the interest of the pa- 
tient, of the hospital or the physician. 


Of vital importance is the identification data 
in the settlement of insurance claims and in the 
collection of remunerations which might be due 
the patient, the hospital or the physician. We 
offer the suggestion that a cooperative plan be- 
tween the record library and the collection de- 
partment of the hospital might be worth while, 
so that the collecting department may know 
when the patients are receiving insurance remu- 
nerations or suing for compensation claims. It 
is not infrequent that the patient may come to 
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the record library directly, to make application 
for information necessary in the adjustment of 
claims. Any number of uses may fall under this 
category of practical purposes to which each of 
you could add, but the principle in fact is simple 
and can be readily understood. 


For Statistical Purposes 


Under this second heading may fall the use of 
the case record as it applies to the analyses of 
the various medical services indicating the 
amount of work accredited to the individual serv- 
ice and to the individual physician. From these 
statistics will come the completed data for spe- 
cial, for monthly and for annual reports. Daily 
routine should be established for the compilation 
of current and accurate statistics. Such proce- 
dures may be set up, preferably at the desk 
through which come the case records of all pa- 
tients as they are discharged from the hospital. 
Through its functioning, it is obviously easy to 
predict, so that the administrator may have his 
monthly report almost immediately as the month 
ends. The accumulation and correlation of the 
compiled statistics for a period of twelve months 
is practically all that is necessary in the prepara- 
tion of the annual statistical report. 


Statistics should not be juggled about in order 
to effect a balance with the data issued by any 
other department. Such a procedure is never ac- 
tually necessary. A capable person in charge of 
the daily discharges of case records can each day 
verify the number of case records received with 
the names of patients reported in the daily census 
by the business office. 


For Scientific Purposes 


Under this caption we are confronted with the 
problem of organizing a procedure which the hos- 
pital will actually find useful. The small hospital 
is likely to establish a routine for the disease 
catalogue which will have a very small use. Per- 
haps this is due to the fact that the small hospital 
may feel that it has too little to contribute to 
medical science. We should like to question this 
opinion, if it exists in hospitals, because we believe 
that in the most remote places, in the tiniest spot, 
there is always to be found a worth while contri- 
bution to medical science. 


Every record library routine should include the 
maintenance of a file and cross reference for dis- 
eases and operations, and a file in which is accred- 
ited the work of the individual physician. Defi- 
nitely, the catalogue of disease and operations 
holds a foremost place in the practice of medicine, 
because within the volumes of those tired doctors’ 
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writings are found the ultimate results of their 
efforts to practice and of their methods to cure 
so many unbelievable ills. Their studies of a 
series of treatments of a particular disease give 
them accurate information which is most signifi- 


-cant in the evaluation of cures, or of failures. 


Administrators in the hospital can most mate- 
rially assist in the progress and advance of medi- 
cine by insisting that the physician have all the 
advantages of the correlation between the record 
library and the medical library. For, from the 
pen of the physician in his accumulated writings 
in the medical case record, will follow the pub- 
lished data on the diseases he has studied. Fur- 
thermore, as his data increase in the studies of a 
particular disease, they may be added to the vol- 
umes of books and medical journals to which 
other physicians have already contributed. Thus, 
it would seem that the medical library does in- 
deed find its origin in the record library. 


Indices and cross indices to diseases and opera- 
tions may be set up in many accessible forms and 
may be made applicable to any of the nomencla- 
tures which the hospital chooses to use as its 
guide. The vertical form used consists of cards 
arranged in a vertical position within a file to fit 
the size of the card and drawer. These cards may 
be arranged in alphabetical fashion if the alpha- 
betical nomenclature is used, or it may be ar- 
ranged in anatomical or etiological order to suit 
any one of the other nomenclatures. Frequent 
guides should be used to make them more acces- 
sible. 


The visible file may also be made applicable to 
any of the recognized nomenclatures. In this file 
the cards are arranged in anatomical, etiological 
or alphabetical order in a sliding drawer with the 
cards set in such fashion as will show at a glance 
all the names of diseases catalogued. Punch card 
systems may be made as detailed or as meager as 
is desirable, considering the uses to be made of 
the original records. To my knowledge, there are 
two variations of the punch cards which are ap- 
plicable to the cross file of diseases and opera- 
tions—the International Business Machine cards 
and the Key Sort cards. Both are very valuable 
and will expedite the procedure of research to 
some extent in larger hospitals where research re- 
quests are many. 


In the selection of the nomenclature of dis- 
eases and operations, the medical staff of the hos- 
pital should most certainly be consulted. Termin- 
ology of these nomenclatures varies but slightly, 
but the detailed advantages of each should be con- 
sidered with respect to their use by the physician 
and by the hospital. 
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Photography in the Hospital 


RAYMOND ARTHUR DILLON, M.D. 


passing. During the past few years a pic- 

ture was not judged worth while unless the 
subject’s tonsils could be seen in the finished print. 
The more awkward the unsuspecting victim 
looked, the better was supposed to be the picture. 
It is surprising that the miniature camera craze, 
which is one of the most expensive hobbies, should 
spread throughout the country in the midst of 
the worst depression in history. Miniature cam- 
eras cost several hundred dollars, and the various 
accessories frequently cost more than the camera 
itself. The candid camera fad was worth while 
in that it made people photography conscious and, 
as a result, during the past six or eight years 
tremendous advances have been made in photo- 
graphy equipment, lens, film and lighting meth- 
ods. Color photography has been made available 
to everyone. 


To days of the candid camera fortunately are 


Since nearly all hospital photography is done 
indoors, it is essential to use some type of arti- 
ficial light. Photoflood bulbs are quite inex- 
pensive. Photoflash bulbs have been developed 
that may be synchronized with the camera shut- 
ter so that anyone can take good pictures at any 
time of the day. Because of the great cost of 
these small precision miniature cameras many 
hospitals have not established photography de- 
partments.. They think that all photography 
equipment must be correspondingly expensive. 
The truth is, however, that the larger cameras 
are much more suitable for hospital use and cost 
less than the small popular miniature cameras. 
In fact, the small camera is considered by many 
professional photographers to be a toy. 


Photography An Asset to the Hospital 


Photography is a valuable asset to a hosnital on 
much so that four years ago it was predicted in an 
editorial in the Journal of the American Medical 
Association,' that the hospital of the future would 
regard the photography department as an eco- 
nomic and scientific necessity. The large hos- 
pitals, associated with medical schools, have had 
departments of photography for years and would 
feel greatly handicapped without this useful 
ineans of recording scientific data. 


There is a real need for a department of pho- 
tography in every hospital, but it is only in re- 
cent years that it has become possible for the 
small hospital to have its own department of pho- 
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tography. Photographs are a great aid to almost 
every department in the hospital. There has been 
a tremendous increase in the number of illustra- 
tions appearing in magazines, newspapers, and 
other publications. Likewise, the number of pho- 
tographs appearing in current medical journals 
and textbooks have increased many fold. Med- 
ical men recognize the importance of photography 
and have demonstrated their interest by their 
warm support of the existing photography de- 
partments. 


It is common knowledge that anything that 
can be presented to the eye has far greater chance 
of being remembered than information received 
in other ways. The modern sensitive film records 
an accurate and candid description that no word 
picture can duplicate. Pictures have been called 
visual shorthand because the eye instantly grasps 
details that would take many minutes to convey 
by other means. Photographs tend toward ac- 
curacy and completeness of description. A single 
picture is frequently equal in descriptive power 
to several paragraphs and there are many 
thoughts conveyed by picture that cannot be con- 
veyed otherwise. 


The primary object of the hospital department 
of photography is to keep photographic records of 
the external manifestations of disease or injury. 
It is soon found that the department has many 
other useful functions such as photographing 
gross specimens, dental casts, new apparatus, 
surgical operations, laboratory setups, buildings 
and building operations, hospital personnel, hos- 
pital activities, the making of lantern slides and 
film transparencies for exhibition and teaching 
purposes. An important function is the copying of 
x-ray plates, drawings, charts and printed mate- 
rial for the illustration of articles in magazines 
and medical journals. The making of lantern 
slides for the teaching of the hospital staff, in- 
terns and nurses, and the illustrating of lectures 
is very worth while. Photomicrographs will be 
found to have many useful functions. 


When a series of photographs indicating the 
condition and progress of a patient accompany a 
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The Hospital Entrance 
Views of the hospital are useful 
for publicity 


case record it contributes toward completeness 
and accuracy. A series of photographs is of par- 
ticular importance in showing the progress and 
treatment of skin lesions, such as varicose veins, 
burns, and the various skin diseases. Photographs 
are indispensable in reporting the progress made 
in the treatment of tumors, infections and the 
deformities of fractures, whether the treatment 
be medical, surgical, or radiation. No one can 


deny the importance of photographs in plastic - 


surgery. A photograph taken before treatment 
frequently acts as a reminder to a forgetful 
patient. 

Clinical Photography 


Clinical photography is a valuable adjunct to 
the x-ray department. Where one photograph 
records detail below the body surface, the other 
records that which appears on the surface. In 
case of an injury, an x-ray will show the broken 
bone, but only a photograph will show the severe 
laceration which may be much more important to 
detail than the fracture. No photographs are 
more spectacular than a series showing the result 
of treatment of a tumor by x-ray and the sub- 
sequent disappearance of the lesion. Another 
physician called on the case can tell at a glance 
what progress has been made and can better 
plan his own treatment. 


The photography department, by supplying lan- 
tern slides of interesting cases, has frequently 
changed dull, uninteresting, ill-attended staff 
meetings, which physicians attend only because 
they must, to interesting, instructive, well-at- 
tended meetings which are a pleasure to everyone. 
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A large number of cases may be presented in a 
short time. A long speech with dry, minute de- 
tail made by the presenting physician is not nec- 
essary because the picture tells the story. The 
speaker has to give only the fundamental and 
vital data which can be easily remembered. The 
modern, hurried physician dislikes to waste valu- 
able time in garrulous conversation about detail 
which he can grasp in seconds by means of a 
lantern slide. 


Black and white, or even colored, lantern slides 
are an improvement over the old method of pass- 
ing around the room dripping, discolored, foul- 
smelling, pathological specimens. Usually by the 
time the specimen is passed to you, the speaker 
is talking about an entirely different specimen 
and you receive little benefit from the demon- 
stration. 


A new film just released now makes colored lan- 
tern slides, and are as easy to produce as black 
and white. The audience sees the true color of the 
specimen as it looked at the operating table and 
not as it looks after it has been discolored by 
fixatives. 


By taking routine pictures of interesting cases 
and specimens, in a short time the hospital will 
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Cancer of rectum causing obstruction 
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have a collection of pictures and lantern slides 
that will prove of great value in many ways. 
Lantern slides are of help in illustrating talks by 
the staff members to neighboring medical socie- 
ties and other groups. Such illustrations fre- 
quently transform an otherwise mediocre talk 
into an interesting and worth while address. Lan- 
tern slides are of great help to a speaker. By 
arranging the slides in the proper order, he has 
little difficulty in organizing the material of his 
address. This eliminates the possibility of wan- 
dering off the subject because he has only to fol- 
low the train of thought suggested by the slide. 
These same lantern slides can be used at lunch- 
eons and clubs for talks on medical subjects to 
the laity, and there are frequent opportunities. 
They will be found of great help in lectures at 
the school of nursing and will be received by an 
interested and appreciative audience. 


In presenting monthly case summaries and 
other hospital and medical statistics what can be 
of better advantage than projecting the report on 
the screen in full view of everyone. In this man- 
ner the audience can grasp more easily the true 
meaning of the facts and compare them, one with 
the other. 


Pictures are of special importance in cases 


Clinical Photography 
Rupture of Aorta 


Blood Transfusion 


which involve litigation. They serve as a pro- 
tective factor for the physician as well as for the 
patient. Nothing will so influence a jury as clear- 
cut visual evidence. A photograph will carry great 
weight in the final decision of the court. In com- 


pensation cases this is of special importance be- 
cause a physician is more likely to obtain justice 
for his patient. 


Each hospital will have to decide on the per- 
sonnel functioning in the photography department 
and its selection will depend on several factors. 
In general, the pathologist should be chosen as 
the responsible head of the department because 
he is familiar with the pathological specimens 
that make up a large part of the material to be 
photographed. He can determine better than 
anyone else what is important to be photographed 
and what is not. He is the one member of the 
staff who is most often present in the hospital 
to see that photographs are taken when inter- 
esting cases develop in the wards, out-patient 
department or in the emergency department. 


Although the pathologist should be the re- 
sponsible head of the department, he should not 
have to bear the burden of actually taking the 
pictures. In the large hospital it is best that a 
full time photographer be employed. For the 
small hospital, arrangements should be made so 
that a photographer may work for several hos- 
pitals. With such an arrangement the financial 
burden on each hospital will be less. Definite 
hours should be arranged so that appointments 
with patients can be made in advance. Another 
method used by many smal] hospitals is to have 
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this work done by a pathological or x-ray tech- 
nician. 


The x-ray technician is already acquainted with 
the basic principles of photography and has free 
access to the x-ray darkroom, which can be util- 
ized for photographic work without interfering 
with the usual x-ray activities. This saves the 
expense of fitting out a separate darkroom. Lan- 
tern slides, negatives and prints may be devel- 
oped in the x-ray developing tank, thus saving the 
extra expense and the effort of mixing separate 
selutions every time one wishes to develop a print. 


The photography department can be made self 
supporting by making a charge for every photo- 
graph. This charge is exceedingly small when 
compared to the fee for an x-ray. A small charge 
also serves to keep the requests for pictures at 
a reasonable level. 


Adequate equipment for a photography depart- 
ment may be purchased for about one hundred 
dollars. 


In the Journal of the American Medical Associ- 
ation, Wolburg’ gives an excellent discussion of 
the various kinds of cameras and equipment used 
in clinical photography. This discussion will be 
of great help to anyone planning to start a pho- 
tography department. 


In the American Journal of Clinical Pathology, 
Hellwig* gives, in a simplified manner, the photog- 



















Clinical Photography 
Appendix containing three gallstones 


raphy methods used at the hospital with which 
he is associated. 


Manuals‘ dealing with medical photography 
may be obtained free of charge by writing to the 
various large manufacturers of photography ma- 
terials. 
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The Minnesota Hospital Service 
Association Selects Director 


The Minnesota Hospital Service Association, at 
the last Board of Trustees meeting, elected Arthur 
M. Calvin, Administrator of Midway Hospital and 
Mounds Park Hospital, St. Paul, to fill the vacancy 
of Executive Director left by E. A. van Steenwyk, 
who has accepted the position of Executive Direc- 
tor of the Associated Hospital Service of Phila- 
delphia. 


The Board of Directors of Midway Hospital and 
Mounds Park Hospitals gave Mr. Calvin to under- 
stand that it would be considered as a leave of 
absence. Instead of filling the vacancy, they will 
create a position with the possibility of securing 
an individual who will spend his entire time in 
promotional activities for the institutions. Mr. 
Calvin is a member of the Board of Directors of 
these two institutions and will continue to serve 
in that advisory capacity. 
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A Duty of the Hospital Trustee 


But more important than this is the duty of 
the trustee to emphasize upon the community the 
charitable character of the hospital. To this end 
he must restudy the means of appeal. But above 
all the voluntary hospital must, through its work, 
prove to the public its spirit of Christian charity. 
It must never forget, or let its friends forget, that 
its mission is primarily service to the community, 
a Christian duty self-imposed. No matter how 
efficiently it is run, no matter how well conducted 
are its affairs, no matter how well equipped and 
well staffed it is, it must always remember that 
it is not a business concern. A voluntary hospital 
is in its essence a charitable institution. As long 
as the hospital, the trustees, the public remember 
that fact, it will not fail of support. 


—Ralph W. Owen, Trustee, 
Luther Hospital 





103 


















Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
N to the litigation. 


Recent Cases 


Carter v. Harlan Hospital, et al., 278 Ky. 84, 128 

S. W. 174. 

The action was brought to recover damages 
for personal injuries, the result of alleged mal- 
practice on the part of a surgeon. A judgment 
was entered dismissing the case after trial to a 
jury, and this judgment was affirmed by the 
Court of Appeals. 

It appeared that after performing an abdom- 
inal operation, a pair of forceps had been left 
in the abdominal cavity of the plaintiff and that 
one prong had passed through the intestines, be- 
ing discharged through the rectum. The other 
prong had been removed by an operation. 

In order for the plaintiff to have proved a case 
against the hospital she must have proved that 
the doctor in question was in the employ of the 
institution. As to this issue, there was a failure 
of proof on her part, with the result that there 
could be no recovery against the hospital. 


The court commented upon the relation be- 
tween the doctor and the hospital, saying: 


“There was not the slightest evidence in 
the record justifying a submission of the case 
to the jury as to the Harlan Hospital. No 
contract was proven with the hospital to per- 
form a surgical operation on appellant, nor is 
there any evidence that any agent of the hos- 
pital did so. The evidence discloses that she 
was operated on in that hospital by Dr. 
Cawood and other doctors. The fact that Dr. 
Cawood and the others owned stock in the 
hospital makes no case against the hospital.” 


ovcninhsttiniamsscinsee 


Dahlberg v. Jones, 285 N. W. 841 (Wis.) 

This was an action against the owner of a pri- 
vate sanitarium to recover damages for injuries 
sustained by a patient when she made an escape. 
Negligence was alleged to have consisted in fail- 
ing to give the patient proper treatment and in 
failing properly to restrain her during her ir- 
rational spells. 

It was in evidence that the patient was suffer- 
ing from general nervousness and from stuporous 
depression. Upon being admitted, she was given 
a room on the second floor of a building, the win- 
dows of which were furnished with guards. Early 
one morning it was found that the patient had 
gone from her room to the main floor, had raised 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








a window, and had stepped out onto the ground. 
At this time it was two degrees above zero. A 
physician in attendance was notified, and he suc- 
ceeded in finding the patient and in returning 
her to her room in about two hours. There was 
evidence that the patient had suffered shock from 
exposure, and that her feet had been frozen. 


Now, ordinarily, the duty of a private hos- 
pital, conducted for profit, is to use only ordinary, 
or reasonable care in treating and handling pa- 
tients. Such care must also be in proportion to 
the known mental and physical shortcomings of 
the patient. With respect to mental cases, the 
duty of the hospital was stated in these terms: 

“Doubtless it is incumbent on the defend- 
ant and its employees at all times during the 
treatment of nervous and insane patients to 
use such means to restrain and guard them as 
would seem reasonably sufficient to an ordi- 
narily prudent man under like circumstances 

. . and for breach of that duty liability 
will arise, if such breach proximately causes 
injury to another.” 

In remanding the case for a new trial the court 
said: 

“A careful consideration of the evidence 
leads to the conclusion that neither Dr. Jones 
nor any of his employees connected with the 
hospital had any reason to suppose that Mrs. 
Dahlberg required special restraint in order 
to avoid escapes or attempts at suicide by 
her.” 

Finally, the court said: 

“We do not discover the slightest evidence 
that Mrs. Dahlberg was considered a proper 
subject for special restraint or that her his- 
tory would arouse concern that she would es- 
cape or inflict injury upon herself if not re- 
strained. She was admitted for treatment 
and not committed for restraint. She came 
voluntarily to the hospital and conducted her- 
self in a mild and docile manner. Her con- 
duct in this respect continued until the mo- 
ment of escape. Hence, it is our conclusion 
that so far as this case is based upon the 
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escape from the hospital it presents no jury 
question. A verdict finding negligence in this 
respect has no support in the evidence.” 
i 
Washington 
Wharton et ux. v. Warner, et al., 75 Wash. 470, 

135 Pac. 235. 

The action in this case was for alleged mal- 
practice on the part of a physician, and for al- 
leged negligence on the part of a hospital operated 
by a charitable corporation. Ultimately, there 
was a judgment against the physician and in 
favor of the other defendants. 

It was shown that the surgeon had been em- 
ployed to perform an operation on the wife of 
plaintiff, and that it was necessary to use a uterine 
packer. Part of the mechanism of the packer 
was a spring, some twelve inches in length, which 
became unfastened, and was left by the surgeon 
in the uterus, it remaining there about fifteen 
days. One end of the spring wes embedded in 
the uterus, and it was found that the other had 
pierced the posterior wall of the vagina, passing 
into the rectum. 


As to the liability of the surgeon, it was said 
by the court: 


“It is equally well settled that, when a phy- 
sician and surgeon takes charge of a case, he 
impliedly represents that he possesses, and 
the law imposes upon him the duty of posses- 
sion and exercising, reasonable skill and 
learning, that is, such skill and learning as 
is possessed by the ordinary practitioner in 
that general locality, measured by the state 
of medical and surgical science at the time the 
service is rendered. 


“Tested by these principles there is abun- 
dant evidence of Dr. Warner’s negligence. 
Indeed, it would excite surprise had the jury 
returned a different verdict. The jury was 
warranted in finding (a) that he was guilty 
of negligence in leaving the spring in the 
uterus; (b) that he was negligent in failing 
to discover and remove it; and (c) that the 
packer with which he performed the opera- 
tion was not then used by surgeons possess- 
ing average learning and skill in that lo- 
cality.” 

With regard to the charitable corporation, the 
court made the following comment: 


“Respondent Upper Columbia Medical 
Missionary Society is a corporation organ- 
ized for charitable purposes only. Its arti- 
cles of incorporation state that the object and 
purpose is to found a medical and charitable 
sanatorium, hospital and asylum at the city 
of Spokane and other points in the state for 


October, 1939 





the care and relief of indigent or other sick 
and insane persons; that patients who are 
able to and do pay may also be received, the 
funds and property acquired and received 
from all sources to be devoted exclusively to 
the maintenance and improvement of the in- 
stitution; and that it shall not be conducted 
“directly or indirectly for private profit or 
dividend paying to any one.” The evidence 
shows that it exercised reasonable care in se- 
lecting Dr. Warner. There is no evidence to 
the contrary. It cannot therefore be held 
responsible for his negligence. 


“The same rule applies where the plaintiff 
has paid for the services rendered, where the 
amount received was not for private gain, but 
to more effectually accomplish the purposes 
for which the charity was founded.” 

ihniailbiaaiess 
Magnuson v. Swedish Hospital, 99 Wash. 399, 169 
Pac. 828. 


The suit was instituted for damages, based 
upon the alleged negligence of a nurse in the em- 
ploy of defendant, a hospital operated by a char- 
itable organization. There was a judgment of 
dismissal entered against plaintiff, which was 
affirmed upon this appeal. 


The negligence was alleged to have consisted 
in failure of the nurse to see that the patient did 
not remove or disturb certain bandages, and that 
the patient had disturbed those bandages, thereby 
resulting in injury. It was said by the court: 


“The single question for determination is 
whether a patient admitted to a hospital 
maintained for charity can recover against 
such hospital for injuries caused by the neg- 
ligence of nurses therein employed.” 


This question was answered by the court’s hold- 
ing that the hospital association could pe held 
liable only if it was proved that the authorities 
had failed to exercise reasonable care in selecting 
the employe in question, and further said: 

“While the application of this rule to in- 
dividual cases may sometimes seem harsh and 
the result regrettable, there are very few 
doctrines of the law of which the same may 
not be said with equal truth. When viewed 
in the light of a broader vision, however, we 
are convinced that the individual hardships 
wrought are offset many times over by the 
encouragement and stimulation which the 
rule of nonliability gives to the establishment 
and maintenance by private charity of insti- 
tutions devoted to the care of the halt, the 
lame, and the blind, and to the relief of those 
suffering from physical or mental disease and 
affliction.” 
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Susman v. Y. M. C. A., 101 Wash. 487, 172 Pac. 
554. : 
Plaintiff, a patron of the defendant, a char- 

itable corporation, was injured by reason of the 

fall of an elevator on defendant’s premises. A 

judgment was entered by the trial court, dismiss- 

ing the complaint. Upon this appeal, the judg- 
ment was reversed. 

Defendant was, without a doubt, a charitable 
corporation, but it had neglected to plead that 
fact, and the court refused to take judicial notice 
of the fact that it was a charity. 


In defining a charity the court said: 


“It may be conceded, we think, that the 
purposes for which this corporation is organ- 
ized are in the wider sense benevolent and 
charitable. Benevolence and charity do not 
consist wholly of almsgiving. While to re- 
lieve the wants of the helpless, the needy, or 
the indigent is charity, it is not the only form 
of charity. To engage in the work of im- 
proving the spiritual, mental, social, and 
physical condition of young men by the main- 
tenance of lectures, gospel services, libraries, 
reading rooms, gymnasiums, recreation 
grounds, social meetings, and such other 
things as may conduce to these objects so that 
the beneficiaries may not become helpless, 
needy, or indigent is more to the purpose, and 
is, when done gratuitously, perhaps the pur- 
est form of charity. But it is not charity in 
the legal sense to do these things for the pur- 
pose of gain, profit, or private advantage. 

“The item ‘charity’ in itself implies gift 
in some form; it implies the bestowal of goods 
or money, the rendition of services, or the 
awarding of privileges, free to the recipients, 
without gainful return or the anticipation of 
gainful return to the donors. Hence, it 1s not 
charity in a legal, or in any sense, to confer 
benefits, which would be charitable if done 
without gain or the anticipation of gain, 
when the recipient, in order to receive the 
benefits, is required to return an adequate 
consideration. In other words, a charitable 
corporation to be such must not only engage 
in works tending to the betterment of man- 
kind, but it must do so as a charity. If it 
renders no services except those for which 
it receives adequate reward, it is a business, 
not a charitable, concern, and cannot claim 
the immunities of the latter. This is not to 
say that it has not the character of a char- 
itable institution merely because it may exact 
compensation from those desiring its privi- 
leges to the extent of their ability to pay. It 
is but to say that it is not a charity if it does 
no charity—if its privileges are extended to 
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those only who have the ability and willing- 
ness to pay full value for the privileges af- 


forded.” 
—_~——_——_ 


Tribble v. Missionary Sisters of The Sacred Heart, 

137 Wash. 326, 242 Pac. 372. 

This suit was brought by a patient to recover 
damages for injuries sustained when he was 
burned by a hot water bottle, following an opera- 
tion. A judgment for the plaintiff was affirmed. 

It was alleged that an employee of defendant 
was negligent, and that the hospital has been neg- 
ligent in selecting and in retaining the person in 
its employ. Plaintiff was a pay patient, and of 
that fact the court said: 


“Merely because an institution receives or 
exacts compensation from those desiring its 
privileges to the extent of their ability to pay 
does not necessarily deprive the institution of 
its character as a charitable one.” 

In Washington the rule obtains that a charity 
may be held liable for negligence of an employee 
(a) if it has failed to exercise reasonable care in 
hiring the employee, and (b) if it has failed to 
exercise reasonable care in retaining the employee 
in its hire. The evidence was that the supervisor 
of nurses here had secured two written recom- 
mendations of the good character of the proba- 
tioner in question about a month before she had 
been employed. There was no evidence of any 
other inquiry into the fitness of the applicant: 
The court was of the opinion that there was evi- 
dence from which the jury could find that the de- 
fendant had been negligent in hiring the pupil 
nurse. It was said: 

“Ordinary care in the selection of servants 
implies and demands that degree of diligence 
and precaution which the exigencies of the 
particular service reasonably require. Ad- 
mitting the purpose and advisability of using 
one or more bottles of hot water. to increase 
the lowered circulation of a patient due to 
an operation, it is nevertheless highly impor- 
tant that a bottle of hot water capable of 
doing harm should not be left in such position 
in the bed that a patient may be injured by 
it. The situation requires more care if the 
patient is unconscious.” 


Pee 
Bise v. St. Luke’s Hospital, 181 Wash. 269, 43 P. 

(2) 4. 

The plaintiffs sued here to recover damages for 
burns from a hot water bottle. A judgment in 
favor of the plaintiffs was reversed because of 
an erroneous instruction on the doctrine of res 
ipsa loquitur, which was applicable to the facts 
of this case. 

However, the decision was concentrated on 
the question whether defendant had been negli- 
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gent in hiring and retaining in its employ a cer- 
tain nurse. The monthly efficiency reports of the 
training school were put in evidence and tended 
to show that the nurse was not generally efficient. 
This was proper evidence to go to the jury, and 
from it the jury might well have found that the 
hospital was negligent in retaining in its employ 
a nurse whose efficiency was not of a good stand- 
ard. Said the court: 


“Tt is only fair to the nurse to say that 
there were other reports favorable to her, 
and as the monthly reports were made by 
various supervisors, the personal equation 
may have entered into the reports somewhat. 
But the damaging reports were there, and 
the jury was entitled to consider and weigh 
them in reaching its conclusion upon the 
question of appellant’s care in assigning the 
nurse to so responsible a duty and one re- 
quiring so much attention to detail as the 
preparation of a bed for the reception of un- 
conscious patients and the removal of so dan- 
gerous an instrumentality as a hot water bot- 
tle. No technical qualifications were required 
to remove the hot water bottle from the bed, 
and one with little, or no, training, but pos- 
sessing the power of observation and atten- 
tion to detail, would be competent for the 
duty. But the power of observation and at- 
tention to detail are the qualities in. which, it 
may be inferred from the reports, the nurse 
was deficient.” 


eR 


The following decision of the Circuit Court of 
the Eleventh District of Florida is of interest to 
hospital boards of trustees and administrators, 
as well as members of the professional staffs. In 
similar cases the decisions of the courts in other 
jurisdictions have been almost universally in line 
with the decision of the Florida Court. 

In the Circuit Court of the Eleventh Judicial 
Circuit of Florida, In and For Dade 
County, in Chancery 
No. 56972 

D. D. Richardson, Plaintiff, v. City of Miami, a 
municipal corporation of the State of Florida, 
et al., Defendants. 


Order Dismissing Bill 


The above styled cause comes on before this 
Court on final hearing upon the pleadings and evi- 
dence adduced for and on behalf of the respective 
parties, and argument of counsel having first been 
had, and the Court being advised in the premises, 
I find nothing to hinder or prevent the city, 
through its proper officers and agents, to deter- 
mine the matter of the management and regula- 
tions as to the use of its hospital. It is for them 
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to fix the policy of operation and regulation and 
not for the courts. I find nothing to have been 
done in the policy fixed limited by the constitu- 
tion or any statute. 


The matter before the Court involves the right 
of the city to determine the policy of the man- 
agement and regulation of the use of its hospital 
as much if not more than the right of the plaintiff 
to the privileges of the hospital. I find that the 
privileges of the plaintiff are limited by the reg- 
ulations and that he has not come within the lim- 
itations of such regulations. 


No member of any school of medicine as such 
has a right to the privileges of the city hospital. 
It is only when they come within and conform to 
the regulations that one acquires such privileges. 

It is true that Section 13 of Chapter 12287 of 
the Acts of 1927 (3429 C.G.L.) provides among 
other things that: 

“Osteopathic physicians and surgeons shall 
observe and be subject to all State and mu- 
nicipal regulations relative to reporting births 
and deaths and all matters pertaining to the 
public health, with equal rights and obliga- 
tions as physicians of other schools of medi- 
cine, and such reports shall be accepted by 
the officers of the departments to which the 
same are made. 

“Osteopathic physicians and surgeons li- 
censed hereunder shall have the same rights 
as physicians and surgeons of other schools 
of medicine with respect to the treatment of 
cases or holding of offices in public institu- 
tions. 

“It is the intent and purpose of this Chap- 
ter to grant to Osteopathic physicians and 
surgeons the right to practice as taught and 
practiced in the standard colleges of oste- 
opathy.” 

But this act was not an act to regulate hospitals 
but to regulate and recognize as a profession that 
of osteopaths. The act is of no effect upon reg- 
ulations of hospitals when such regulations are 
otherwise valid. The purpose of the foregoing 
statute was to regulate the practice of osteopathy 
—not hospitals. 

“A physician has no constitutional or stat- 
utory right to practice his profession in a 
county hospital.” 

Newton V. Board of Com’rs of Held County, 
282 Pac. 1068. é 
Wherefore, in consideration of the premises, it 

is Ordered, Adjudged and Decreed that the plain- 
tiff’s bill stand dismissed. 

Done and Ordered at Wiand, Florida, this 8th 
day of August, A. D. 1939. 

(Signed) PAUL D. BARNS, Circuit Judge 
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Hospital Service Plan News 


1939 List of Approved Plans 


approved non-profit hospital service plans at the time of the annual convention in Toronto, Sep- 


T= Commission on Hospital Service of the American Hospital Association distributed a list of 


tember 25-29, 1939. 


The plans reapproved by the Commission on Hospital Service have headquarters in the forty-one 


following cities, not including the branch offices: 


Birmingham, Alabama (state wide) 
Los Angeles, California 

Oakland, California 

Sacramento, California 

New Haven, Connecticut 

Norwalk, Connecticut 

Wilmington, Delaware (state wide) 
Washington, D. C. (entire District) 
Atlanta, Georgia 

Alton, Illinois 

Chicago, Illinois 

Danville, Illinois 

Decatur, Illinois 

Peoria, Illinois 

Ashland, Kentucky 

New Orleans, Louisiana 
Flint-Goodridge, New Orleans, Louisiana 
Baltimore, Maryland (state wide) 
Boston, Massachusetts (state wide) 
St. Paul, Minnesota (state wide) 
Kansas City, Missouri 


St. Louis, Missouri (state wide) 
Newark, New Jersey (state wide) 
Albany, New York 

Buffalo, New York 

Geneva, New York 

Jamestown, New York 

New York City, New York 
Rochester, New York 

Syracuse, New York 

Utica, New York 

Watertown, New York 

Akron, Ohio 

Cleveland, Ohio 

Toledo, Ohio 

Easton, Pennsylvania 
Harrisburg, Pennsylvania 
Pittsburgh, Pennsylvania 
Kingsport, Tennessee 

Norfolk, Virginia 

Richmond, Virginia 


Plans which have been issued their first approval certificates by the Commission on Hospital Service 
for the year 1939 include the following, on which action had been taken up to September 18, 1939: 


Colorado Hospital Service Association, Denver, Colo- 
rado 

Northern Illinois Hospital Service, inc., Rockford, 
Illinois 

Louisville Community Hospital Service, Louisville, 
Kentucky 

Hospital Service Association of Baton Rouge, Baton 
Rouge, Louisiana 

Associated Hospital Service of Maine, Portland, Maine 
(state wide) 

Michigan Society for Group Hospitalization, Detroit, 
Michigan (state wide) 

Hospital Care Association, Inc., Durham, North Caro- 
lina 


The American Hospital Association exercises 
no legal control over the various plans and the ap- 
proval of plans is not a guarantee of performance. 
The Commission on Hospital Service does, how- 
ever, cooperate wherever possible with state regu- 
latory bodies to protect the interests of the sub- 
scribers and the member hospitals. 


The original approval and issuance of approval 
certificates by the Commission on Hospital Serv- 
ice are based upon evidence that standards have 
been met as to non-profit organization, adminis- 
trative policies, hospital responsibility, working 
capital, community hospital and professional rep- 
resentation, freedom of choice, rates and benefits, 
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Hospital Service, Inc., of Stark County, Canton, Ohio 

The Central Hospital Service Association, Columbus, 
Ohio 

Hospital Care Corporation, Cincinnati, Ohio 

Associated Hospital Service of Mahoning County, 
Youngstown, Ohio 

Associated Hospital Service of Philadelphia, Phila- 
delphia, Pennsylvania 

Hospital Service Association of Northeastern Penn- 
sylvania, Wilkes-Barre, Pennsylvania 

Hospital Service Corporation of Rhode Island, Provi- 
dence, Rhode Island : 

Manitoba Hospital Service Association, Winnipeg, 
Manitoba (entire province) 


payments to hospitals, accounting and statistical 
control, prospects of membership, enrollment reg- 
ulations and procedures. Approval includes per- 
mission to identify the plan by using the seal of 
the American Hospital Association superimposed 
upon a blue cross. 


Each approved plan is eligible for reapproval 
annually on the following conditions: (a) main- 
tenance of standards of organization and policy 
applied at time of original approval; (b) a sub- 
stantial number of enrolled subscribers having in 
mind the possibilities of the area served; (c) a 
period of successful operation with sound admin- 
istrative procedures usually not less than six 
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months of enrollment activities; (d) financial 
status and operation which adequately protect the 
interests of subscribers and member hospitals. 


Expansions 


The Community Hospital of Big Rapids, Michi- 
gan, has joined the Michigan Society for Group 
Hospitalization. 


* oe * 


The Hospital Service Association of New Or- 
leans on August 21 announced a schedule of re- 
duction in fees, increase in benefits and increase 
in the per diem payment to member hospitals, to 
become effective January 1, 1940. 


The changes are as follows: On the semi-pri- 
vate room contracts, monthly fees will become 60 
cents for single subscriber, $1.00 for married sub- 
scriber and spouse, and $1.25 to $1.75 for sub- 
scriber, spouse and children depending on the 
number of children. Old rates were 70 cents, 
$1.15 and $1.30 to $2.25 respectively. On private 
room contracts, a reduction is effected by estab- 
lishing a family rate, regardless of the number of 
children. 


The number of days’ care rendered in any one 
year to a subscriber will be raised to 30 days. 
There will also be an increase of 50 cents on pay- 
ments to out-of-town hospitals for emergency care 
of New Orleans subscribers. 


The per diem payment to hospitals made by the 
Hospital Service Association of New Orleans will 
be increased 50 cents for each subscriber or de- 
pendent hospitalized. 


California Physicians’ Service 


First report of the California Physicians’ Serv- 
ice, a medical and surgical health insurance plan, 
fostered by the state medical society of California, 
comes from R. E. Heerman, president of the As- 
sociated Hospital Service of Southern California, 
Los Angeles: 


“The California Physicians’ Service plan for 
medical service has been launched in California. 
. . . The Associated Hospital Service of Southern 
California has entered into an agreement with the 
Service where we are acting jointly with them on 
acquisition. In this agreement, we have the right 
to sell the California Physicians’ Service in con- 
nection with our hospitalization, and they have 
the right to sell hospital service, but in. all in- 
stances the monthly fees collected are definitely 
set aside for the California Physicians’ Service 
or the Associated Hospital Service. For instance, 
on the $2.50 contract for complete medical and 
hospital service, the Associated Hospital Service 
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secures 80 cents and $1.70 is turned over to the 
Physicians’ Service. By this method we can make 
one payroll deduction from each employer. The 
first group to be enrolled, now in process, is the 
state employees. 


“ . We have had the Insurance Commis- 
sioner approve a new uniform subscription agree- 
ment with subscribers of Associated Hospital 
Service, with the following changes: elimination 
of maternity service; waiting period for tonsils, 
adenoids, hernias, etc.; elimination. of x-ray and 
laboratory, as this is furnished by the California 
Physicians Service medical service, but on the 
family contract, complete x-ray and laboratory 
service to the other members of the family who 
are not covered by the Physicians’ contract. (Cali- 
fornia Physicians’ Service does not have any fam- 
ily coverage at present.) .. . 


“An Acquisition Committee consisting of three 
persons from both associations is in complete 
charge of acquisition activities.” 


Recommendations and Reports 


Number One of the Blue Cross News of Denver, 
Colorado, appeared in August. It stated that the 
Colorado Hospital Service Association, since Oc- 
tober 16, 1938, has paid hospital bills totalling 
$30,000 for over 800 persons. New subscribers 
to the plan enroll at the rate of 2,000 a month. 


* 3% * 


The Governor’s Committee on Hospital Insur- 
ance of Indiana, at its second meeting on August 
10, made a recommendation to the Governor 
urging continuance of the Committee in order to 
prepare adequate legislation for the 1941 session 
of the Indiana legislature. This Committee also 
recommended that no plans be formed until an en- 
abling act is passed, that the Attorney General be 
consulted on constitutionality of a re-draft of the 
law, and that no attempt be made to secure a 
declaratory judgment in order to form a non- 
profit hospital insurance plan, because this action 
might throw the field open to uncontrolled groups. 


* * * 


A special issue of The Bridge, publication of 
the Hospital Service Association of Toledo, con- 
tains actual testimony from many hospitalized 
subscribers to the benefits of the plan. This bro- 
chure was prepared for submission to employers. 


* * * 


In a report on a survey of medical facilities in 
the state of New Jersey, made by the state medical 
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society in September, a section entitled “Observa- 
tions” began with the statement: “Hospital In- . 
surance is favored by physicians as a solution of 
the hospital problem for the low income group.” 


* * * 


At the second annual meeting of the Maine Hos- 
pital Association at Lakewood, Maine, on August 
30, a resolution was passed advocating the ex- 
tension of the work of the Associated Hospital 
Service of Maine, which now has contracts with 
19 Maine hospitals and 8,500 Maine citizens. 


Statistics 


In attempting to compare the utilization of pri- 
vate rooms, semi-private rooms and ward accom- 
modations since the beginning of the group hos- 
pitalization plan in Alton, Illinois, the St. Joseph’s 
Hospital and the Alton Memorial Hospital re- 
ported the following to the Group Hospital Serv- 
ice of that city. Since December, 1938 (when 
the plan started), private room usage has in- 
creased 66 2/3 per cent, of which increase at least 
half is attributable to Group Hospital Service sub- 
scribers, who ordinarily would have used semi- 
private accommodations. With hospital service 
coverage, many patients now find that they can 
pay the difference between the service they re- 
ceive free and the extra charge for a private room. 
At the same time, the use of semi-private accom- 
modations has increased 23 per cent and the use 
of ward service has decreased 28 per cent. Dur- 
ing the past six months, private accommodations 
were filled all the time, while wards were occu- 
pied to only 70 per cent of capacity. 


In this connection, it is interesting to note that 
the Associated Hospital Service of Philadelphia, 
in questioning their first 2,500 patient-subscrib- 
ers, found that 987 of those replying said “Yes” 
to the question: Were you able to enjoy better 
accommodations because your bill was paid by the 
plan? Only 411 said “No.” 


“ 2 2 


On the third anniversary of the organization of 
Associated Hospital Service of Capital District, 
Albany, New York, it was announced by its man- 
aging director that 16 per cent of Albany’s popu- 
lation is now enrolled in the non-profit group hos- 
pitalization plan, 12 per cent of Glens Falls’ 
population, 7 per cent.of Schenectady’s and 8 per 
cent of Troy’s. 


* * * 


South Carolina recently passed an enabling act 
for the organization of non-profit hospital service 
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associations. There are now twenty-four states, 
with a population of 88,000,000 persons, in which 
special enabling acts bring non-profit hospital 
service plans under the direct supervision of the 
Department of Insurance. Nine additional states, 
with a population of 21,000,000, permit the forma- 
tion of non-profit hospital service plans under the 
supervision. of other state regulatory bodies. 


Changes 


Changes in benefits to subscribers of Associated 
Hospital Service of Massachusetts were announced 
on September 12 by George Putnam, president. 
Major changes are the elimination of x-ray and 
anesthesia benefits; maternity benefits reduced to 
one-half the total hospital bill; and establishment 
of one year’s waiting period for tonsil and adenoid 
operations of new subscribers. The new certifi- 
cates, which are now prepared, will become effec- 
tive for each subscriber at the end of his current 
subscription year, and each will receive a new 
certificate at the time it becomes effective for him. 
No memberships are being canceled, and it is 
hoped that the new contract will eliminate the 
abuses of memberships which would make cancel- 
lation necessary. ; 


New rates which have been approved by the 
Massachusetts Department of Insurance are: 85 
cents per month for single subscriber, $1.65 (15 
cents higher) for subscriber and spouse, and $2.00 
for entire family. Ward rates remain the same, 
60c, $1.00 and $1.25 respectively. 


The Associated Hospital Service of Massachu- 
setts ends its second year of operation with mem- 
bership of 225,000 subscribers and total payments 
during the past two years to hospitals of one and 
a quarter million dollars for the care of 25,000 sub- 
scribers. 


Rochester Hospital Service Corporation has in- 
stituted certain rules for future enrollment pro- 
cedures, among which are the following: existing 
groups may increase their number only at three 
month intervals; maternity coverage will be given 
only in the case of family-group contracts, or 
where both parents have been insured under sepa- 
rate contracts for at least ten months; a subscrib- 
er who cancels must wait three months to re- 
enroll; a married subscriber may not cancel the 
subscription for the spouse without cancelling the 
contract; a waiting period of ninety days for all 
hospital benefits will be enforced in any new con- 
tract. 
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Miscellaneous 


The Minnesota Hospital Service Association at 
the last Board of Trustees meeting elected Arthur 
M. Calvin, administrator of Midway Hospital and 
Mounds Park Hospital, St. Paul, to fill the vacancy 
of executive director left by E. A. van Steenwyk, 
who accepted the position of executive director of 
the Associated Hospital Service of Philadelphia. 


* * o 


Hospital Service Association of Pittsburgh re- 
ports the enrollment of the F. G. West family of 
Butler, Pennsylvania—husband, wife and 12 chil- 
dren! This may be the largest family enrolled by 
any non-profit hospital service plan. 


* % * 


The Executive Committee of the Champaign 
County Medical Society (Illinois) has approved 
the organization of a local branch of the Associ- 
ated Hospitals of Danville, Illinois, in Champaign- 
Urbana. Sponsored by the Chamber of Commerce, 
the plan has already been approved by the Mercy 
and Burnham Hospitals. One of the members of 
the special Chamber of Commerce committee 
working out this development is Dean of Men 
Fred H. Turner of the University of Illinois, who 
directs the University hospital service plan, the 
first student hospital service organization, founded 
39 years ago at the University. 


Recent Action of the Council on Hospital 
Service Plans 


A photostat chart of complete contract provis- 
ions of 61 plans was sent to the plans which con- 
tributed data, for their correction or approval 
before general release. 


A report of hospital admission procedure in 15 
different non-profit hospital service plans has 
been prepared and made into book form for the 
use of all hospital service plan directors. 


The reports of the Accounting, Actuarial and 
Hospital Relations Committees were sent out to 
service plan directors prior to their delivery at the 
convention. All reports given at the convention 


will, however, be duplicated and sent to the plan 
directors in the near future. 


A meeting of the Council in Rochester, New 
York, on August 27, voted to hold the Mid-Winter 
Conference of Hospital Service Plan Executives 
in Pittsburgh in January, 1940. 


The staff of the Research Program is at work on 
the development of a uniform reporting form to be 
used by all plans for out-of-town admissions of 
service plan patients. 


Recommended records of enrollment, exposure, 
utilization and experience have been submitted to 
the Actuarial Committee for consideration. It is 
intended that data will be compiled by the plans 
each month and submitted to the Research office 
for tabulation and distribution. 


The recommended records of exposure and uti- 
lization include the following items of informa- 
tion; number of participants on first day and last 
day of month, cancelled during month; participant 
months of exposure; patient days of service; dis- 
charged patients; earned income; hospital ex- 
pense. 


The suggested classification of participants 
was: type of participant, sex, marital status, type 
of group, type of contract with cross-classifica- 
tion of combinations of each; maternity care, 
financial experience, and specialized studies were 
recommended for exploration by plans equipped 
to obtain reliable data in these specialized fields. 


From these records the following calculations 
of experience were suggested: patient days per 
participant month; discharged patients per par- 
ticipant month; average length of hospital stay; 
average cost per hospitalized case; average cost 
per patient day; ratio hospital expense to earned 
income; earned income per participant month; 
hospital expense per participant month. 


Maurice J. Norby met with the Actuarial Com- 
mittee in Philadelphia on Wednesday, September 
13, to assist in drafting definitions of hospital 
service terms. The committee has met five times 
and has concentrated on these definitions realizing 
that data submitted in connection with the Re- 
search Program must be accumulated on a com- 
parable basis to be of value. These definitions 
have been completed and will be distributed to the 
field as a committee report in the near future. 
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name, in results that you hope to get, there are lacks 
and discrepancies? 





dangerous drafts. May be closed com- 
pletely, if desired. Provides full privacy 
for the patient. Slat adjustments easily reg- 
ulated by a convenient dial at top of screen. 






The fame that’s yours, the faith that’s given by all the 
people of your community, depends upon the men and 
women you employ. 
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The Hospital Book Shelf 


ANATOMY AND PHYSIOLOGY LABORATORY MAN- 
UAL AND STUDY GUIDE. Barry Griffith King, 
Ph.D., and Helena Maria Roser, B.A., R.N. W. 
B. Saunders Company. 1939. $2.75. 

Based on the experience of the Department of 
Physiology of Columbia University, this com- 
bined laboratory manual and notebook is arranged 
to conform to the requirements of the Curriculum 
Guide but is adapted to use with any authorita- 
tive text on the subjects. Teachers will find the 
outline of laboratory equipment listed in the Ap- 


pendix a valuable aid in equipping the laboratory. 
——<—___ 
PERIPHERAL VASCULAR DISEASES. William S. 


Collins, B.S., M.D., and Nathan Wilinsky, M.D. 
Charles C. Thomas, Springfield, Illinois. 1939. 
$4.50. 

‘aia mines 

MICROBIOLOGY APPLIED TO NURSING. Jean 
Broadhurst, Ph.D., and Leila I. Given, R.N., M.S. 
J. B. Lippincott Company. Fourth Edition, 1939. 
$3.00. 

In the present edition the text has been rear- 
ranged to conform to the Unit Plan of the Cur- 
riculum Guide, the chapters on vaccines, immune 
serums, and tests related to disease and immu- 
nity entirely rewritten and “Suggestions for 


Study” appended to each chapter. 
—_—_—>___—_. 
AN INTRODUCTION TO HUMAN ANATOMY. Clyde 


Marshall, M.D. W. B. Saunders Company. Sec- 
ond Edition, 1939. $2.50. 

A much simplified and interestingly written 
text, well illustrated and especially arranged for 
teaching nurses. 


spinhialtlia at aas 

A TEXTBOOK OF PATHOLOGY FOR NURSES. Cole- 
man R. Rabin, B.S., M.D. W. B. Saunders Com- 
pany. Second Edition, 1939. $1.75. 

The present edition adds a chapter on ulcers; 
the chapter on neoplasms has been enlarged; and 
the chapter on clinical pathology has been ampli- 
fied to include a discussion of the significance of 
certain laboratory findings. 


Siecle 

MEDICAL CLIMATOLOGY. Clarence A. Mills, 
Ph.D., M.D. Charles C. Thomas, Springfield, IIli- 
nois. 1939. $4.50. 

Primarily written from a clinical standpoint, 
this book will be especially well received by those 
who are interested in the application of air con- 
ditioning to hospital conditions. 


siecle 

THE ART OF ANESTHESIA. Paluel J. Flagg, M.D. 
J. B. Lippincott Company. Sixth Edition. 1939. 

In this classic the author presents the results of 
twenty-five years of experience, research and 
teaching. The author does not limit his text to 
the conventional anesthetics but includes paren- 
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teral methods and he newer and less used types 
as well. The author’s failure to go into the ex- 
plosion hazards of inhalant anesthetics may be 
due to his appreciation of the fact that however 
dramatic and live a topic this is at present, it is 
after all a minor hazard and should not be per- 
mitted to befog the consideration of the more im- 
portant aspects of the subject. 


saiataeaisis 
ESSENTIALS OF PEDIATRICS. Philip C. Jeans, A.B., 

M.D., and Winifred Rand, A.B., R.N. J. P. Lip- 

pincott Company. Third Edition. 1939. $3.00. 

This revision brings the arrangement and text 
in closer conformity to the suggestions of the 
Curriculum Guide, and brings up to date the 
newer knowledge of therapy and nutrition, par- 
ticularly the recent developments in vitamins and 
the more recently introduced drugs. 


se Shalala sig 
IMPROVISED EQUIPMENT IN THE HOME CARE OF 

THE Sick. Syla M. Olson, R.N. Third Edition. 

W. B. Saunders Company. 1939. 

This pocket sized volume collects, describes, and 
its more than 400 illustrations show how to ar- 
range the large number of improvisations of nurs- 
ing equipment from articles commonly found in 
the home. 

These improvisations will be of especial help to 
the private duty and the visiting nurse, and range 
from a baby go cart to a Kelley pad, a croup tent, 
a bed pan made from dripping pan, or a stretcher 
travois. 


siesta tiathla 

PROFESSIONAL ADJUSTMENTS IN NURSING. EUv- 
genia Kennedy Spalding, M.A., R.N., J. B. Lip- 
pincott Company. 1939. $3.00. 

This text is an outgrowth of the author’s work 
on the same subject in the preparation of the 
“Curriculum Guide for Schools of Nursing.” 

The text is arranged in five major units—Prob- 
lem Solving, an Essential in Making Professional 
Adjustments; The Social, Economic, and Profes- 
sional Outlook of the Graduate Nurse; Choosing 
of and Succeeding in a Field of Work; Profes- 
sional Organizations and Activities; and Other 
Phases, Personal and Professional. 

The text is arranged for use as a text, each 
chapter closing with a section on “Suggestive 
Problems” and an exhaustive bibliography. 

The conception of the nurse as a reasoning per- 
son dealing with the patient as a complete per- 
sonality rather than as “just a case,” is rapidly 
accentuating the need for the better professional 
adjustment not only of the nurse to her profes- 
sion, but likewise to the human material with 
which she deals—human beings who are in an 
exceedingly tense and disturbed psychological 
state. 
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A Future President 


(Circa 1955) 


of the American Hospital Association 
is finding his place in the hospital field 
through the classified advertising col- 
umns of HOSPITALS. 


Opportunity to develop ideas, based 
on ideals of service, moulds men and 
women in careers which lead to high 


distinction. 


The openings which are advertised in 
the Classified Section are for men and 
women who are prepared for the exact- 
ing demands which future progress in 


the field will require. 











AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 
to find well-trained, competent 
DIETITIANS 
for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. 
members carefully selected for the particular po- 
sition are notified of vacancies. 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 
Chicago, Illinois 

























































Price vs. Cost 


You have often heard the expression “you get what 
you pay for.” That applies to patients’ gowns, 
surgeons’ gowns—any hospital apparel, as well as 
other things. The value of a garment is deter- 
mined by its length of life—its “cost per-patient- 
day.” 


The “cost per-patient-day” of Marvin-Neitzel ap- 
parel is low. Long life is built into these garments. 
The care in manufacture, the reinforcements where 
strain is possible, the quality of material of which 
this garment is made, the laboratory tests, plus the 
95 years of experience in making hospital garments 
—these qualities obviously make for long life. Look 
carefully at Marvin-Neitzel apparel. Note the 
workmanship and quality of material. 


The first cost of Marvin-Neitzel garments may be, 
higher than some others but hospitals have found 
that it costs less to use Marvin-Neitzel gowns. Let 
us prove it to you. 


ARVIN-NEITZE] 


SINCE 1845 


CORPoRATION 


TROY, 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@ Be dignified, but never cold. Familiarity is 
cheap, is often regretted, and breeds contempt. 


Develop perspective. Keep books on your vari- 
ous jobs and select those that need doing at once 
for first attention. Keep close touch with office 
manager on this important point. 


Be very careful not to imply by look or tone or 
cadence of voice either censure or argument in 
your conversations with anyone, public or em- 
ployee. 


Watch your posture, both sitting and standing. 
Posture expresses your mental, social, and spirit- 
ual attitude just as do facial expression and 
words. Good posture is founded on good health, 
abundant animal spirits. In other words, you owe 
it to your job to keep yourself fit. 

Phillip Vollmer, Jr. 
itil 
@ When we consider all that the modern hospital 
does for its patients, the marvel is not that costs 
are so high but that they are so low. 


The hospital must have a positive personality 
—it must be one that inspires confidence, makes 
and retains friends, becomes one’s first thought 
in the time of emergency, and becomes an essen- 
tial and vital part of the life of the community, 
yea, even of the individual. Let that be a primary 
objective. 


Medical treatment and diagnosis is now so 
exact and requires such delicate skill, both in 
instruments and in human ability, that only in 
the hospital can the more intricate procedures 
required to save life be carried out. 

Harvey Agnew, M.D. 
eee ee 

@ The hospital has a definite obligation in con- 
nection with the training and education of mem- 
bers of the house staff. Adequate clinical mate- 
rial, staff conferences, pathological conferences, 
supervising ward rounds, class room instruction, 
library, recreation facilities, and living quarters 
are essential. 

A selective menu is one of the most valuable 
assets of a Dietary Department in any hospital. 
Patients’ appetites will be better satisfied, food 
cost will be reduced and food waste will be de- 
creased after the adoption of this simple and 
inexpensive procedure. 

X-ray films are the property of the hospital, 
and the interpretation of the films must be 
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guarded as other hospital records. Films should 
not be allowed to leave the institution, but photo- 
graphs may be furnished at minimum prices. 
Otherwise, important records in the form of films 
may be lost through negligence or accident. The 
hospital must be ever alert to protect the patients’ 
records, either written or visible. 


Adequate and efficient Engineering and Mainte- 
nance Department is a real asset to any hospital. 
It is easier for a hospital, or any endeavor, to 
save money rather than to earn money. The 
proper Maintenance Department can be a source 
of great service to a hospital. 


The Outpatient Department should not be just 
another Department. It should develop to the 
extent that it serves not only a community need, 
but is an important educational unit. The oppor- 
tunity here for teaching nurses and members of 
the house staff is unlimited. 

Lewis E. Jarrett, M.D. 
pe te a 

@ “If we could only discover why so many people, 
especially those of the fair sex, derive so much 
pleasure from the discussion of their operations 
with their neighbors, we should be making one 
of the great contributions to the principles and 
practice of surgery.” 


One can go beyond the mere toleration of de- 
fects for the sake of outstanding talents and plan 
the organization so that the greatest good may 
come to the greatest number by giving specialized 
tasks to men with selective interests. 


In the wards the patient finds himself one of 
the many and is required to show consideration 
for his sick neighbors, with whom he must share 
the sympathies and attention of the staff. He nat- 
urally craves for the personal interest of some 
one who will replace those who would never have 
left his side or relaxed in their solicitude for his 
welfare if he had stayed at home. 


It is the first function of the doctor to educate 
his patients to acquiesce in therapeutic inactivity 
when he believes it to be scientifically indicated. 

E. M. Bluestone, M.D. 
mee Ones 
@ The hospital executive who fears lest his own 
light may be dimmed by the brilliance of subordi- 
nates, lacks the most essential element for mana- 
gerial success. 
William H. Walsh, M.D. 
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GUARD AGAINST DANGER 
of Spreading Infection and Lacerating Nipples 











See 
Article by 

R. E. Heerman, Supt. 
California Hospital, in the 
September issue of “Hospitals’”’ 










GOMCO How the unique principles of the Gomco Electric 
Breast Pump increase milking efficiency and over- 


Electric come the present hazards in the use of breast 
pumps is set forth in the report of investigations 
Br east by the California Hospital. Spreading of infec- 
P um tion is avoided by continuous suction, eliminating 
P the recirculation of contaminated air columns. 
The intermittent milking action is under the control of the patient, 
who can vary it to suit her individual requirements. This, plus the 
new design of the applicator, permits the natural massaging action 
of atmospheric pressure, providing greater comfort, safety and 
efficiency. 
Ask your regular dealer to demonstrate these and the many other 
important exclusive features of the professionally designed Gomco 
Electric Breast Pump. 


GOMCO SURGICAL MANUFACTURING CORP. 
87-91 ELLICOTT ST. 2 BUFFALO, N. Y. 


A Vitel Book 
needed in YOUR hospital library 
HOSPITAL 


PUBLIC 
RELATIONS 


by Alden B. Mills, Managing 
Editor, The Modern Hospital 





Here is an OUTSTANDING 
BOOK on a subject of vital 
importance to the Governing 
Body, the Medical Staff, the 
Administrator — in fact, to 
everyone with a deep interest 
in hospital work. Intenselv 
practical! Holds your interest 
to the last page. 


14 Comprehensive Chapters, covering such 

valuable subjects as: The Need for a Public 
Relations Program; Influencing Public Opinion; 
Principles of Public Opinion; Good Hospital Service; Expositional 
Methods; Fund Raising Campaigns, etc. 

You can’t afford to be without this 

book! Price—plus postage—(Postpaid $375 
if remittance accompanies order.) 
Order today! 


hac las PHYSICIANS’ RECORD COMPANY 


FORM LARGEST PUBLISHERS OF 
HOSPITAL AND MEDICAL RECORDS 


161 W. Harrison St. Chicago, Ill. 
110-39 





y Mospita 








October, 1939 

























NEW MATERIAL 


WASHES DISHES 
at less cost! 


HERE IS WHY! 


In the first place this NEW Oakite material 
cleans THOROUGHLY. It effectively re- 
moves every trace of grease, egg, coffee or 
fruit juice stains. You will be surprised how 
dishes actually SHINE! Due to the fact that 
they come out of machine so CLEAN, no re- 
washing is necessary and that’s why 


OAKITE COMPOSITION No. 63 


saves time, too. Another important advantage 
of this remarkable new material is that it keeps 
your machine clean. There is no clogging of 
spray jets. No lime scale deposits. Here 
again you have a real money gain because often 
it costs you extra time and expense to remove 
lime scale and other materials used. 




















Because this NEW material has remarkable 
lime solubilizing properties, it eliminates hard 
water spots on dishes and glassware. Rinsing 
freely, it leaves glassware bright 
and sparkling. Why not let us 
give you more data about Oakite 
Composition No. 63 or have us 
make tests under actual working 
conditions. There is no obliga- 
tion ... write today. 

















Manufactured only by 


OAKITE PRODUCTS, INC. 
27 Thames St., NEW YORK, N. Y. 


Representatives in all principal Cities of the U. S. 


OAKIT 
ertit ied CLEANING 
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News of Interest to the Hospital Field 


Jackson J. Ayo, M.D., superintendent of the 
East Louisiana Hospital, Jackson, Louisiana, died 


recently. 
—~—_——_——— 


Emma B. Dickison, R.N., resigned as superin- 
tendent of Chippewa County War Memorial Hos- 
pital, Sault Ste. Marie, Michigan. 

RINE SP 

Theodore Eberhard, M.D., has been appointed 
medical director of the new cancer hospital at the 
University of Missouri, Columbia, Missouri. 

ieaiibdaialis 

F. P. G. Lattner, formerly superintendent of the 
Finley Hospital, Dubuque, Iowa, has assumed his 
duties as executive director of Hospital Service, 
Inc., of Iowa, Des Moines. 

RS 

Janet M. Ptolemy, R.N., has resigned as super- 
intendent of Allen Hospital, Oberlin, Ohio. 

aa ai 

Sister Mary Rodriguez, R.N., has resigned as 
superintendent of Georgetown University Hos- 
pital, Washington, D. C., and is now superintend- 
ent of St. Joseph’s Hospital, Lancaster, Pennsyl- 
vania. Sister Mary Jane, former superintendent 
of St. Joseph’s Hospital at Lancaster, is the new 
superintendent of Georgetown University Hos- 
pital. 

eee mes 

Colonel Hugh Scott has resigned as superin- 
tendent of the Edward Hines, Jr. Memorial Hos- 
pital, Hines, Illinois, and Charles G. Beck, former 
manager of the Veterans’ Administration Facility, 
Des Moines, Iowa, has been named as his suc- 


cessor. 
— > 


Lucius R. Wilson, M.D., superintendent of John 
Sealy Hospital, Galveston, Texas, has been elected 
president of Group Hospital Service, Inc., which 
has its headquarters in Dallas. 

——»——— 

Roy W. Wright, M.D., has been named to suc- 
ceed the late Dr. George S. Bel as director of 
Charity Hospital, New Orleans, Louisiana. 

ss ND 

Eureka Springs, Arkansas—Dr. W. C. Edwards 
has purchased the Don Sawyer Hospital, Eureka 
Springs, Arkansas. 

a eS 

Tampa, Florida—The New City-County Sani- 
tarium for Tuberculous Children, Tampa, Florida, 
was opened on September 15. 

picncniipeinss 

Edwardsville, Illinois—Kennedy and Morrissett, 
East St. Louis architects, have been asked by the 
Madison County Sanatorium Board to prepare 
sketches for a $50,000 improvement program at 
Madison County Sanatorium, Edwardsville, IIli- 
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nois. The improvement program includes con- 
struction of a nurses’ home. 


ee esceaei aes 

Danville, Kentucky—The Danville and Boyle 
County Hospital, Danville, Kentucky, is planning 
the construction of an addition to cost approxi- 
mately $70,000. 


aiistileiat 

East Lansing, Michigan — Michigan State’s 
$275,000 Olin Memorial Hospital, East Lansing, 
Michigan, was recently completed. The hespital, 
a three-story structure, was designed primarily to 
meet the health needs of students. 

Me Na ERA hey 

Kansas City, Missouri—A home for nurses, an 
isolation ward, and a new kitchen are included in 
the $250,000 improvement program for General 
Hospital No. 2, (for negroes), Kansas City, Mis- 
souri. Arthur W. Archer is the architect. 

—_——g—_—__— 

St. Louis, Missouri—The new $1,330,000 Mal- 
colm Bliss Psychopathic Institute, St. Louis, Mis- 
souri, is now ready for occupancy. The institution 
was named in honor of the late Dr. Malcolm A. 
Bliss, who died in 1934, after practicing in St. 
Louis for forty-two years as a specialist in mental 


diseases. 
——_—~<____ 


White Plains, New York— The new White 
Plains Hospital, White Plains, New York, will be 
completed and ready for occupancy about Novem- 
ber 15. The entire hospital will contain 180 beds 
and 22 bassinets, and will include the largest clinic 
service in the county and the most modern oper- 


ating rooms. 
—_ 


Akron, Ohio—Bids are being received on an 
addition to Peoples’ Hospital, Akron, Ohio, which 
will increase the capacity of the hospital to 156 
beds. 


amdiaiiaasiia 

Bellefontaine, Ohio—The Mary Rutan Hospital, 
Bellefontaine, Ohio, has received a bequest of 
$9,350 from the estate of the late Mrs. Grace 


Blessing Bennett. 
———<__—__ 


Columbus, Ohio—The new Amelia and Julius 
Marks Wing of the Children’s Hospital, Columbus, 
will be dedicated on October 3. 

re Oar 

Fostoria, Ohio—The new $62,000 addition to the 
City Hospital, Fostoria, Ohio, has been completed 
and is now ready for occupancy. 

ies names 

Tomahawk, Wisconsin—The new $25,000 hos- 
pital in Tomahawk, Wisconsin, was dedicated re- 
cently and is now ready for occupancy. Dr. R. J. 
Henderson is owner and superintendent. 
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A Monthly Magazine 
A Daily Reference Book 


The American 
Journal of Nursing 
E) 


The Magazine of 
The American Nurses’ Association 
and 
The National League of Nursing Education 


ee rm eee ne mr et mr ee cm cee a eee em me ae 


The American Journal of Nursing 


50 West 50th Street, New York City 
Please send The American Journal of Nursing 
1 year $3 O 2 years $5 1 


(Canada 50c extra a year) 
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WHERE 
- ARE YOUR 
“=, FLOORS? 





Model Ci5 Kent 
Floor Machine 





Under your feet? or 
On your mind? 


Keep them in their place 
Protect their surface 
Accent their beauty 


with the speedy, thorough 


KENT FLOOR MACHINE 


especially designed to be run 
while your patients are asleep. 


Write today for complete information. 


THE KENT COMPANY, Inc. 
191 Canal Street Rome, N. Y. 
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HELPS REDUCE YOUR 
GLOVE COSTS 


Strange but nevertheless true—for into this little bucket 
hanging on a rubber tree in far off Java flows the live Liquid 
Latex that eventually enters your hospital as Wiltex and 
Wilco, the long-living Latex Surgeon’s Gloves. Live Liquid 
Latex that never changes form until dipped into Wilson 
Gloves—that loses none of its inherent strength and elastic- 
ity in unnecessary milling and mixing—Liquid Latex that 
resists the extreme heat of the Autoclave for an unbeliev- 
able number of times—that defies wear and deterioration 
from climatic conditions. From this little bucket to your 
sparkling operating room nothing has been done to harm 

e natural qualities of this “milk of the rubber tree”, yet 
everything has been done to assure you longer life and 
lower costs. To be certain of the best, ask your surgical 
dealer for these gloves by name—Wiltex and Wilco Latex 
Surgeon’s Gloves. 


































The WILSON RUBBER CO. 


World's Largest Manufacturers of Rubber Sloues 
CANTON, OHIO 


Sole Canadian Agents 
J. F. HARTZ CO., Ltp. - TORONTO - MONTREAL 
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